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CHAPTER  ONE 

BACKGROUND  AND  PURPOSE 

Most  of  the  10  million  Americans  having  serious  impairments  due  to  chronic 
disability  or  aging  are  cared  for  in  their  own  homes  by  family  and  friends.  For 
those  not  having  adequate  informal  support,  the  usual  alternative  is  financial 
impoverishment  and  life  in  a  nursing  home.  The  Commonwealth  of  Virginia  is  one 
of  many  States  fighting  this  trend  by  using  new  Medicaid  eligibility  and  service 
coverage  rules  to  bolster  family  support  by  offering  in-home  medically  supervised 
professional  personal  care  services.  The  intended  outcome  is  to  prolong  a 
recipients'  ability  to  remain  at  home  and  enjoy  better  health  and  life  satisfaction. 
The  purpose  of  this  case  study  is  to  investigate  the  extent  to  which  these  intended 
outcomes  are  being  realized  in  the  Virginia  program. 

1.      THE  U.S.  POPULATION  IS  AGING 

Americans  are  living  longer  and  healthier  lives,  and  the  elderly  population  is 
growing  at  an  unprecedented  rate.  Today,  there  are  more  people  over  the  age  of  65 
than  under  age  25,  a  first  in  U.S.  history.  Demographic  projections  indicate 
significant  increases  in  the  number  of  elderly,  from  25  million  or  11  percent  of  the 
population  in  1980,  to  45  million  or  16  percent  of  the  U.S.  population  in  2020. 
More  importantly,  the  population  75  years  of  age  or  over  increased  more  rapidly 
than  the  population  65-74  years  of  age.  This  trend  will  persist  well  into  the  21st 
century.  The  population  75  years  of  age  or  older  are  at  much  higher  risk  of 
chronic  disease,  disability  and  institutionalization  in  a  nursing  home.  Most 
significantly,  current  estimates  suggest  that  the  most  frail  elderly,  85  and  older,  will 
increase  most  rapidly;  30  percent  during  the  decade  1990-2000  and  20  percent  during 
the  decade  2000-2010.  The  85  years  or  older  age  group  will  increase  three  to  four 
times  as  fast  as  the  general  population.1 


1  Doty,  P.,  Liu,  K.  and  Weiner,  J.  "An  Overview  of  Long-Term  Care" 
HEALTH  CARE  FINANCING  REVIEW,  Volume  6(l):69-78  (Spring)  1985. 
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2.      FUNCTIONAL  IMPAIRMENTS  INCREASE  WITH  AGE 

The  1982  Long-Term  Care  Survey  found  that  functional  impairments  increase 
with  age  and  multiple  impairments  increase  notably  only  after  75  years  of  age. 
Cognitive  functioning  among  functionally  impaired  persons  living  in  the  community 
appears  to  remain  relatively  intact  until  85  years  of  age  or  over.  According  to  the 
Survey,  only  20  percent  of  persons  85  years  or  over  were  in  nursing  homes  and 
about  35  percent  of  persons  aged  85  or  over  who  were  living  in  the  community  were 
functionally  impaired.^ 

Since  the  risk  of  chronic  disease,  disability  and  dependence  on  others  increases 
with  age,  the  need  for  long-term  care  services  is  expected  to  rise  dramatically. 
This  eventuality  has  enormous  social  and  economic  consequences.  Long-term  care 
refers  to  a  wide  range  of  medical,  health  related,  and  social  services  for  persons 
who,  because  of  chronic  mental  or  physical  illness  and  disability,  need  personal 
assistance  in  caring  for  themselves  over  an  extended  period  of  time.3  The  majority 
of  all  long-term  care  is  provided  in  the  recipient's  own  home  by  family  and  friends. 

Long-term  care  is  required  for  persons  with  chronic  disabilities  that  impair 
their  ability  to  perform  necessary  activities  of  daily  living  (ADLs)  such  as  eating, 
toileting,  mobility,  bathing  and  dressing.  These  services  are  personal  care  by 
nature.  On  the  other  hand,  a  person  may  simply  need  help  with  instrumental 
activities  of  daily  living  (IADLs)  such  as  housekeeping,  shopping  and  errands,  food 
preparation,  money  management,  laundry  and  chores.  IADLs  are  often  used  to 
indicate  the  ability  to  live  alone.  Although  the  need  for  long-term  care  services  is 
concentrated  on  the  frail  elderly,  others  such  as  the  physically  disabled, 
developmentally  disabled  (primarily  the  mentally  retarded),  and  chronically  mentally 
ill  are  also  in  need  of  long-term  care  services. 


L  Macken,  Candance  L.,  "A  Profile  of  Functionally  Impaired  Elderly 
Persons  Living  in  the  Community"  HEALTH  CARE  FINANCING  REVIEW,  Volume 
7(4):33-49,  (Summer)  1986. 

3  U.S.  Department  of  Health  and  Human  Services,  REPORT  TO  THE 
SECRETARY  ON  PRIVATE  FINANCING  OF  LONG-TERM  CARE  FOR  THE 
ELDERLY,  Draft,  November,  1986. 


Page  2 


The  discovery  of  new  medical  technologies,  improved  lifestyles  and  other 
factors  lengthen  life  expectancy.  However,  decreased  mortality  rates  may  also  mean 
greater  prevalence  of  multiple  chronic  illnesses  characteristic  of  older  age  groups. 
Further,  sociologic  changes  in  family  structure  and  increasing  numbers  of  working 
women  may  further  complicate  mortality  and  morbidity  projections  as  well  as  alter 
the  critical  supply  of  informal  care  provided  to  the  elderly  by  family  members  and 
f  riends.'* 

3.      THERE  IS  A  RENAISSANCE  OF  INTEREST  IN  HOME  CARE 

Since  the  early  1970s,  government  policymakers  have  been  increasingly 
concerned  about  the  growing  numbers  of  elderly  and  their  reliance  on  nursing  homes 
for  long-term  care.  This  led  to  a  renewal  of  interest  in  home  and  community-care 
settings  based  on  the  proposition  that  people  are  happier  and  function  better  at 
home  and  that  home  care  is  much  cheaper  than  institutional  care. 

During  the  late  1970s,  15-20  Federally-sponsored  demonstration  projects  were 
carried  out  to  test  the  cost  and  outcome  results  of  offering  various  community- 
based  alternatives  to  nursing  home  care.  The  evaluation  results  were  mixed.  Most 
of  the  demonstrations  failed  to  make  the  case  that  case  management  and  various  in- 
home  supportive  services  reduced  nursing  home  use.^  For  the  most  part,  the  home 
care  programs  failed  to  accurately  identify  individuals  atvery  high  risk  of  nursing 
home  entry.  Any  savings  which  might  have  resulted  from  those  correctly  identified 
were  offset  by  the  cost  of  serving  others  who  were  not,  in  fact,  nursing  home 
bound.**    A  few  studies  showed  positive  savings  effects.    Further,  the  evaluations 


4  Doty,  P.  "Family  Care  of  the  Elderly:  The  Role  of  Public  Policy"  THE 
MILBANK  QUARTERLY  64  (l):34-75,  1986. 

^  Berkeley  Planning  Associates,  "Evaluation  of  Coordinated  Community 
Oriented  Long-Term  Care  Demonstration  Projects,"  1984;  and  Hughes,  Susan  L., 
"Apples  and  Oranges?  A  Review  of  Evaluations  of  Community-Based  Long- 
Term  Care,"  HEALTH  SERVICES  RESEARCH  20:4  (October)  1985. 

See  for  example,  Weissert,  W.G.  "Seven  Reasons  Why  It  is  So  Difficult 
to  Make  Community-Based  Care  Cost-Effective"  HEALTH  SERVICES  RESEARCH, 
20  (4):  October,  1985;  and  Branch,  L.G.  "Home  Care  is  the  Answer:  What  is  the 
Question?"  HOME  HEALTH  CARE  SERVICES  QUARTERLY  6  (1):  Spring,  1985; 
and  Hedrick,  S.  and  Inui,  T.  "The  Effectiveness  and  Cost  of  Home  Care:  An 
Information  Synthesis,"  HEALTH  SERVICES  RESEARCH,  20  (6):  February,  1096. 
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failed  to  show  that,  other  than  increased  client  satisfaction,  improvements  in 
functioning,  morbidity  or  mortality  were  associated  with  home  care  services.  More 
recent  evaluation  research,  namely  the  National  Channeling  Demonstration  and  the 
Medicaid  Section  2176  Home  and  Community-Based  Care  Waiver  Evaluation,  generally 
reinforces  earlier  evaluation  findings.^ 

In  1985,  more  than  half  (51.4  percent)  of  the  $35.2  billion  spent  for  nursing 
home  care  was  paid  for  out-of-pocket  by  patients  and  their  families  using  available 
funds,  support  from  relatives  and  sale  of  assets.  Medicaid  paid  for  most  of  the 
other  half  (41.8  percent)  while  Medicare  paid  for  less  than  2  percent.  The  reason 
most  of  the  private  pay  for  nursing  homes  is  "out-of-pocket"  is  the  absence  of 
health  insurance  coverage  for  long-term  care.  Given  that  the  average  cost  of 
nursing  home  care  is  now  $22,500  or  $62  per  day,  increasing  numbers  of  elderly  and 
their  families  are  unable  to  assume  the  financial  burden.  Once  within  a  nursing 
home,  their  assets  are  often  depleted  within  6  months  to  one  year.  After  this 
impoverishment  process,  which  often  includes  the  spouse  of  an  elderly  person  as 
well,  Medicaid  becomes  a  payor  of  last  resort.**  This  accounts  for  why  Medicaid 
pays  41.8  percent  of  all  nursing  home  payments. 

This  cycle  of  aging,  health  impairment,  impoverishment  and  long-term 
institutionalization  is  economically  and  politically  unacceptable.  Both  the  U.S. 
Congress  and  the  American  Association  of  Retired  Persons  (AARP)  have  agreed  that 
nursing  home  care  is  not  affordable  or  desirable  for  most  elderly  individuals.  Older 
persons  prefer  to  remain  at  home  for  as  long  as  possible.  Strategic  long-term  care 
interventions  are  necessary  that  assist  frail  elderly  persons  to  remain  in  their  homes 
and  community  settings  and  to  live  out  their  lives  with  maximum  dignity  and 
independence.    For  less  disabled  elderly,  Continuing  Care  Retirement  Communities, 


U.S.  Department  of  Health  and  Human  Services,  "Evaluation  of  the 
National  Long  Term  Care  Demonstration,"  Mathematica  Policy  Research,  Inc., 
May,  1986;  and  DHHS,  "Evaluation  of  Medicaid  Section  2176  Home  and 
Community  Care  Waivers,"  La  Jolla  Management  Corporation,  December,  1986. 

8  U.S.  Department  of  Health  and  Human  Services,  REPORT  TO  THE 
SECRETARY  ON  PRIVATE  FINANCING  OF  LONG-TERM  CARE  FOR  THE 
ELDERLY,  Draft,  November  1986;  and  American  Association  of  Retired  Persons, 
"Medicaid's  Role  in  Financing  the  Health  Care  of  Older  Women,"  December,  1986. 
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congregate  living  arrangements,  Life  Care- at  Home,  and  a  variety  of  other  concepts 
represent  new  opportunities.^ 

More  recently,  much  attention  has  been  put  on  the  Medicare  Prospective 
Payment  System  (PPS)  in  terms  of  its  incentives  to  discharge  patients  from  hospitals 
"quicker  and  sicker."  This  possibility  has  policymakers  even  more  concerned  about 
the  quality  of  care  in  nursing  homes  and  of  that  rendered  by  home  health  agencies 
and  other  home  care  providers. 

4.      MEDICAID  HOME  AND  COMMUNITY-BASED  CARE  WAIVERS 

In  the  early  1980s,  Congress  focused  on  alternatives  to  nursing  home  care  for 
the  low  income  elderly  by  enacting  Section  2176  of  the  Omnibus  Budget 
Reconciliation  Act  of  1981.  First,  Section  2176  allowed  States  for  the  first  time  to 
cover  "non-medical"  as  well  as  medically  oriented  services  in  meeting  long-term  care 
needs  under  Medicaid.  For  example,  services  such  as  case  management,  personal 
care,  homemakcr,  adult  day  care,  respite  care  and  transportation  could  be  covered 
under  Medicaid. 

Second,  States  were  granted  considerable  flexibility  in  determining  who  is 
eligible  to  receive  waiver  services.  In  determining  financial  eligibility  for  the 
waiver  program,  States  may  apply  rules  used  in  determining  Medicaid  eligibility  for 
nursing  home  recipients.  Specifically,  States  may  use  a  special  income  level  (the 
so-called  "300  percent"  rule)  in  determining  eligibility,  and/or  waive  deeming 
requirements  (counting  income  of  other  household  members)  for  applicants  who  live 
with  a  spouse  or  family  members  who  are  not  Medicaid  eligible. 

Third,  States  may  limit  eligibility  to  waiver  programs  to  certain  groups. 
Federal  regulations  require  only  that  recipients  meet  level  of  care  criteria  for 
admission  to  a  SNF,  ICF  or  ICF/MR.  Waivers  can  be  especially  targeted  to  aged 
only,  disabled  only,  aged  or  disabled,  mentally  retarded,  chronically  mentally  ill,  etc. 
Eligibility  can  be  restricted  to  those  discharging  from  acute  care  facilities  only,  or 
from  the  community  at  large.     States  may  choose  to  limit  eligibility  to  certain 


y  Tell,  E.  ej.  aL  "Assessing  the  Elderly's  Preferences  for  Lifecare 
Retirement  Options"  THE  GERONTOLOGIST  27  (4)  :503-509,  1987. 
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geographic  subarcas  of  the  State.  States  are  free  to  tailor  their  waiver  programs  to 
fit  their  own  particular  needs  and  capabilities  for  service  delivery. 

States  must,  however,  manage  their  waiver  programs  so  that  the  average 
Medicaid  costs  for  waiver  recipients  does  not  exceed  the  average  costs  of 
individuals  maintained  in  institutions.  The  waiver  program  has  been  very 
aggressively  used  by  the  States.  By  October  1,  1986  there  were  83  active  waivers 
operating  in  over  40  States,  serving  close  to  110,000  persons,  at  an  annual  cost  of 
$386  million.10 

5.  HCFA  EVALUATION  OF  THE  WAIVER  PROGRAMS 

In  1983,  the  Health  Care  Financing  Administration  contracted  with  La  Jolla 
Management  Corporation  of  Columbia,  Maryland  to  conduct  an  evaluation  of  the 
waiver  program.  The  major  evaluation  issues  were  a)  how  have  States  used  their 
waiver  authority?  b)  to  what  extent  have  States  successfully  targeted  their  waivers 
to  individuals  who  would  otherwise  be  institutionalized?  c)  have  the  waivers  lowered 
aggregate  Medicaid  long-term  care  expenditures?  d)  have  costs  been  shifted  to  other 
Federal  programs?  e)  are  waiver  services  appropriate  and  properly  monitored?  and  f) 
what  are  the  attributes  of  a  successful  waiver  program?  The  focus  of  the 
evaluation  is  on  both  the  cost-effectiveness  and  quality  of  the  State  waivers. 

As  part  of  the  above  evaluation  effort,  two  State  waiver  programs  were  chosen 
for  a  special  focus  on  quality  of  care.  They  were  the  Virginia  Personal  Care 
Services  program  for  the  disabled  and  frail  elderly  and  the  Maryland  residential 
services  program  for  the  mentally  retarded.11 

6.  STUDY  PURPOSE 

Those  individuals  denied  Medicaid  approval  for  nursing  home  entry  but  referred 
to   the   Medicaid   waiver   program   of   home-based   personal   care   services  as  an 


w  Health  Care  Financing  Administration,  MPE  1.11,  "Survey  of  Medicaid 
Home  and  Community-Based  Care  Waivers:  1986,"  Prepared  by  La  Jolla 
Management  Corporation  under  Contract  Number  500-83-0056,  December  1987. 

11  Health  Care  Financing  Administration,  MPE  1.13,  "Maryland  Case 
Study,"  Prepared  by  La  Jolla  Management  Corporation  under  Contract  Number 
500-83-0056,  June,  1988. 
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alternative  to  nursing  home  care,  are  the  major  interest  of  this  case  study.  This 
study  addresses  the  following  questions: 

What  are  the  characteristics  and  needs  of  those  individuals  referred  by 
Virginia's  preadmission  screening  to  the  Medicaid  waiver  program? 

What  quality  assurance  mechanisms  (structure  and  process)  are  used  by 
Virginia  Medicaid  to  ensure  "quality"  personal  home  care  services? 

What  evidence  exists,  within  the  constraints  of  this  study,  to  prove  that 
Virginia's  personal  care  waiver  services  are  of  good  quality  in  terms  of 
desired  client  outcomes  (delayed  nursing  home  entry,  improved  physical 
functioning,  less  dependence  on  others,  client/caregiver  satisfaction)? 

It  is  very  important  to  the  national  waiver  evaluation  that  detailed  information 
in  response  to  the  above  questions  be  obtained  since  so  little  is  known  about  the 
quality  of  Medicaid  home  and  community-based  care  waiver  services.  This  case 
study  contributes  towards  a  small  but  growing  knowledge  base  of  home  care  quality 
issues,  valid  structural  and  process  assessment  indicators,  and  valid  quality  of  care 
patient  outcome  measures. 

This  case  study  was  designed  in  late  1987  and  the  provider  site  visits  were 
conducted  during  January  and  February  of  1988.  In  addition  to  the  provider  site 
visits,  interviews  were  conducted  with  Virginia  Medicaid  officials  who  administer 
various  aspects  of  the  waiver  program. 


CHAPTER  TWO 

CASE  STUDY  DESIGN  AND  METHODS 

This  chapter  is  divided  into  three  sections  that  contain:  1)  a  framework  for 
assessing  quality  of  care  that  is  appropriate  for  the  study  objectives  and 
constraints,  2)  the  approach  to  selecting  a  representative  sample  of  Virginia 
Medicaid  home  care  providers  upon  which  to  base  case  studies,  and  3)  a  review  of 
the  data  collection  instruments  or  interview  guides  used  for  in-depth  discussions 
with  provider  administrators,  home  care  nurse  supervisors,  personal  care  aides, 
patients  and  their  informal  caregivers. 
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h      FRAMEWORK  FOR  ASSESSING  QUALITY  OF  CARE 

Home  care  presents  a  new  frontier  for  health  care  quality  research  and  policy. 
Quality  of  Medicare  and  Medicaid-funded  home  health  care  has  been  a  topic  of 
national  concern  for  some  time.  Although  Medicare  conditions  of  participation 
provide  standards  for  the  delivery  of  home  health  care,  these  standards  have  been 
criticized  as  requiring  only  paper  compliance.  For  instance,  these  standards  do  not 
stipulate  the  amount  of  training  required  by  home  health  aides  nor  are  clients 
routinely  interviewed  to  provide  feedback  indicative  of  the  quality  of  care  provided. 
According  to  the  Department  of  HHS,  since  1981  only  23  home  health  care  agency 
providers  have  been  terminated  involuntarily  from  the  Medicare  program  for  failure 
to  comply  with  required  standards.  Yet,  40  percent  of  60  certified  home  health 
care  providers  in  one  State  with  an  active  quality  monitoring  system  were  deficient 
in  coordination  of  patient  services  and  70  percent  were  deficient  on  conformance 
with  physician's  orders.'2 

There  is  even  more  concern  over  the  quality  of  home  care  or  "home  help" 
services  such  as  homemaker,  personal  care  and  home  health  aides  who  assist  with 
activities  of  daily  living  such  as  bathing  and  dressing,  toileting,  eating,  following 
medication  directions,  shopping,  moving  about  and  personal  hygiene.  Concern  about 
the  growing  need  for  home  care  and  the  inadequacy  of  the  current  system  led  to 
the  reintroduction  last  year  of  H.R.  1700,  the  Home  Care  Quality  Assurance  Act  of 
1986.  The  Act  would  provide  for  a  State  and  Federal  partnership  under  a  quality 
assurance  system  that  covers  all  home  health  and  home  help  services  provided  to 
beneficiaries  under  Medicare,  Medicaid,  the  Title  XX  Social  Security  block  grant  and 
the  Older  American  Act. 

The  health  care  field  generally  recognizes  that  quality  of  care  indicators  can 
be  usefully  divided  into  three  components:  structure,  process  and  outcome.  The 
following  discussion  will  provide  definitions  for  these  concepts  and  illustrative 
measures. 


12  Roybal,  E.  "Making  Home  Care  a  Workable  Alternative,"  BUSINESS 
AND  HEALTH,  May,  1987. 
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(a)    Structural  Quality  Assessment 

Structure  indicators  focus  on  the  provider's  organizational  framework,  facilities 
and  equipment,  fiscal  resources  and  management,  recordkeeping,  staffing  patterns 
and  qualifications,  in-service  staff  training,  existence  of  required  policies  and 
regulations,  and  other  such  measures.  This  dimension  of  quality  measures  a 
provider's  expected  ability  to  deliver  care  rather  than  the  actual  quality  of  services 
provided. 

Structural  quality  standards  are  generally  used  by  most  States  for  licensure 
requirements  and  by  national  accreditation  organizations  for  voluntary  accreditation. 
Often,  specific  payors  for  home  care  health  and  supportive  services  will  require 
their  own  structural  standards  as  a  condition  of  provider  participation.  The  best 
example  of  this  on  a  national  scale  is  Medicare  home  health  agency  (HHA) 
conditions  of  provider  participation.  At  the  State  level,  health  departments  specify 
licensure  requirements  for  providers  and  payors  such  as  Medicaid  and  State  Offices 
on  Aging  normally  have  additional  provider  structural  quality  standards. 

The  standards  used  by  the  Joint  Commission  on  Accreditation  for  Healthcare 
Organizations  (JCAHO),  accredits  hospital  based  home  health  programs  and  has 
recently  launched  an  effort  to  develop  accreditation  standards  for  freestanding  home 
care  programs.  JCAHO  has  developed  draft  guidelines  and  pilot  tested  them  in  1987 
and  plans  to  implement  final  standards  in  1988.  The  standards  will  cover  client 
rights,  client  care  process,  home  health  services,  pharmacy  and  laboratory  services, 
personal  care/support  services,  safety  management  and  infection  control,  equipment 
management,  governing  body,  management  and  administrative  services,  home  care 
recordkeeping,  and  quality  assurance.  They  will  administer  surveys  at  least  every 
three  years.  *3  JCAHO  does  not  plan  to  assess  outcomes. 

There  are  two  other  nongovernmental  accreditation  organizations.  The 
National  League  for  Nursing  (NLN),  now  in  conjunction  with  the  American  Public 
Welfare  Association,  has  operated  an  accrediting  program  for  home  health  agencies 
and  community  nursing  services  since  1961.    The  program  accredits  approximately 


IJ  McCann,  B.  and  Hill,  K.  "  The  JCAH  Home  Care  Project,"  QUALITY 
REVIEW  BULLETIN,  Joint  Commission  on  Accreditation  of  Healthcare 
Organizations,  May,  1986. 
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100  agencies.  The  standards  cover  strategic  planning  and  marketing,  organization 
and  administration,  program,  staff  and  evaluation.  They  administer  the  surveys  at 
least  every  three  years.  The  National  Home  Care  Council  (NHCC),  formerly  the 
National  Council  for  Homemaker-Home  Health  Aide  Services,  has  accredited 
homemaker/home  health  aide  programs  since  1972.  This  program  sets  standards 
concerning  training,  qualifications,  and  supervision  of  these  services,  in  order  to 
encourage  high  quality  care.  While  the  NHCC  merged  into  the  Foundation  for 
Hospice  and  Home  Care  in  1986,  it  has  continued  the  accreditation  program.  They 
administer  the  surveys  every  five  years. 

Structural  standards  of  quality  do  not  by  themselves  ensure  that  the  health 
and  supportive  services  rendered  are  of  high  quality  or  are  appropriate  to  the  needs 
of  the  client/patient.  Structural  standards  offer  very  limited  information  about  the 
actual  quality  of  care  ultimately  delivered  to  the  patient;  i.e.,  structure  is  necessary 
but  not  sufficient.  A  process  dimension  needs  to  be  added. 

(b)    Process  Quality  Assessment 

Process  criteria  assess  the  actual  procedures  involved  in  delivering  care  and 
their  appropriateness  to  the  patient's  needs,  and  consist  of  comparing  these 
procedures  to  criteria  of  appropriate  care  developed  by  experts.  For  example,  were 
the  patient's  needs  accurately  identified?  Were  the  services  appropriate  and 
complete  to  meet  those  needs?  Was  an  initial  assessment  performed  according  to 
accepted  procedures?  Was  the  care  plan  developed  appropriately  and  was  it 
followed?  Were  the  services  rendered  in  a  technically  correct  manner?  Were 
recordkeeping  requirements  met?  Were  the  services  delivered  with  respect  and 
consideration? 

Compared  to  structure,  process  criteria  provide  more  direct  evidence  of  the 
quality  of  care;  however,  process  is  inherently  subjective  and  often  expensive  to 
measure.  Process  measures  of  quality  often  require  abstracting  patient  records, 
examination  of  administrative  data  such  as  utilization  or  paid  claims  data,  or  direct 
patient  interviews.  The  basic  assumptions  upon  which  process  assessments  are  based 
have  been  seriously  questioned.  The  assumptions  are:  a)  there  are  generally 
accepted  methods  of  treating  specific  diagnosis  or  conditions,  b)  the  patient  care 
assessment  or  diagnosis  is  accurate,  and    c)  the  relationship  between  treatment  and 
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outcomes  is  well  understood  and  predictable.  All  three  assumptions  are  fallible. 
There  are  many  acceptable  ways  of  treating  medical  conditions  and  performing 
rehabilitation  protocols.  Many  times  procedures  are  carried  out,  not  because  they 
have  been  proven  to  be  effective,  but  because  they  are  current  medical  practice. 

Another  problem  with  process  measures  of  quality  is  validity.  That  is,  good 
processes  are  not  always  associated  with  good  outcomes  and  vice  versa.  This  may 
in  part  be  a  documentation  problem.  Most  process  assessments  rely  on  patient 
charts  which  themselves  may  be  flawed.  Also,  when  one  reviews  a  chart  for 
process  assurances,  one  can  only  determine  if  certain  processes  were  done,  not  how 
well  they  were  done.  Still,  process  assessment,  especially  when  combined  with 
structural  assessment,  can  add  valuable  information  to  quality  of  care  assessments. 

(c)     Outcome  Quality  Assessment 

Quality  assessment  refers  to  observable  consequences  in  the  client/patient's 
physical,  social  and  mental  health  status.  Outcomes  measures  may  include  changes 
in  vital  signs,  symptom  distress,  mobility,  relief  from  anxiety  and  worry,  chronic 
disease  dynamics,  degree  of  physical  or  mental  impairment,  knowledge  about 
diagnosis/prognosis/plan  of  care  or  safety  conditions,  and  general  physical  and 
emotional  wellbeing. 

Although  outcomes  can  be  thought  of  as  the  ultimate  indicators  of  quality  of 
care,  they  too  are  not  without  their  problems.  Outcomes  are  not  always  the  result 
of  care  given,  that  is,  the  linkage  between  process  and  outcome  is  not  always 
absolute.  For  example,  improved  continence  may  be  the  goal  of  bladder  and  bowel 
training,  and  the  training  may  be  of  the  highest  quality,  but  the  continence  goal 
may  not  be  achieved  due  to  some  intervening  factor  beyond  the  control  of  the 
caregiver  such  as  lack  of  desire  on  the  part  of  the  patient. 

It  has  been  concluded,  therefore,  that  outcome,  assessment  alone  can  be  very 
misleading.  In  some  cases  the  best  possible  care  may  be  given  in  a  timely  manner 
by  impressively  credentialed,  well  trained,  caring,  emphatic  staff  but  the  client  may 
still  not  achieve  the  expected  outcomes.  Given  these  shortcomings,  outcome 
measurement  is  still  a  very  important  tool  in  the  quality  of  care  assessment  process. 
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Most  of  the  health  care  research  in  outcomes  has  been  for  disease  conditions. 
Outcome  research  for  home  care  is  practically  at  its  infancy.  Some  state-of-the-art 
research  is  being  carried  out  under  a  HCFA  grant  to  the  Home  Care  Association  of 
Washington  under  the  direction  of  Dr.  Bernadette  Lalonde.14  The  purpose  of  her 
project  is  to  develop  and  pilot-test  seven  patient  outcome  measures  for  the  quality 
of  care  by  home  health  agencies.  Three  outcome  scales  have  been  tested  thus  far: 
1)  status  at  time  of  discharge  from  home  health  care,  2)  taking  prescription 
medications  as  ordered,  and  3)  general  symptom  distress.  The  two  outcome 
measures  selected  for  testing  in  the  second  year  are  client  satisfaction  and  a 
utilization  review  scale.  The  major  use  of  the  outcome  scales  will  be  for  internal 
provider  quality  assurance  purposes  rather  than  for  comparisons  across  providers, 
and  the  scales  do  not  take  patient  case-mix  characteristics  into  consideration. 

In  summary,  research  and  experience  recommends  that  quality  be  assessed  from 
all  three  perspectives.  Structure  is  basic  to  the  viable  functioning  of  any  health 
care  organization.  If  that  provider  also  employs  good  processes  of  care  as  agreed 
upon  by  experts,  the  chances  are  that  good  quality  outcomes  will  follow.  Obviously, 
a  major  task  in  the  conduct  of  a  quality  of  care  assessment  is  to  identify  which 
structural,  process  and  outcome  measures  are  pertinent  and  realistically  obtainable 
to  support  any  given  quality  of  care  study. 
2.      CASE  STUDY  DESIGN  AND  RESEARCH  ISSUES 

The  case  study  addresses  seven  basic  research  questions  using  standard  survey 
research  methods. 

(a)    Seven  Basic  Case  Study  Research  Questions 

The  results  of  prior  evaluation  studies  and  the  above  quality  of  care 
assessment  framework  led  the  study  team  to  define  seven  specific  study  questions. 
They  are: 


EXHIBIT  1 

SEVEN  BASIC  CASE  STUDY  RESEARCH  QUESTIONS 


^  Home  Care  Association  of  Washington,  "Quality  Assurance  Manual," 
developed  by  Bernadette  Lalonde,  Ph.D.,  Seattle,  Washington,  July,  1986. 
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1.  How  are  recipients  screened  and  assessed  for  entry  into  the  waiver,  and 
how  accurate  is  the  screening? 

2.  How  is  the  patient  plan  of  care  developed  and  updated? 

3.  What  are  personal  care  services? 

4.  Who  are  the  providers  of  personal  care  services  and  what  are  their 
qualifications? 

5.  Who  are  the  recipients  of  personal  care  services? 

6.  How  does  the  quality  of  personal  care  services  at  home  differ  from  care 
in  a  nursing  home? 

7.  Are  State  structural  and  process  program  standards  sufficient  to  ensure 
quality  patient  care? 

Each  of  these  questions  is  related  to  the  quality  of  home  care  services 
rendered  to  waiver  program  recipients. 

(b)    Case  Study  Design 

Our  general  approach  to  the  case  study  was  to  select  a  representative  sample 
of  personal  care  service  providers  and  conduct  in-depth  interviews  with 
administrative  and  nursing  staff,  as  well  as  a  matched  sample  of  personal  care  aides 
and  recipients/patients.  We  elected  to  conduct  home  visits  to  the  recipients  and 
their  families.  During  these  interviews,  we  would  explore  as  many  facets  of 
structural,  process  and  outcome  quality  indicators  as  possible.  All  interviews  would 
be  guided  by  structured  interview  guides  which  were  crafted  specifically  for  the 
study.  At  the  conclusion  of  the  site  visits  the  responses  were  analyzed  for 
consistency,  patterns  and  informational  content.  The  resulting  firsthand  knowledge 
base  was  then  used  to  address  the  major  quality  of  care  issues  specified  at  the 
beginning  of  the  study. 

The  first  step  in  the  study  design  was  to  set  up  a  sample  frame  of  recipients 
from  which  to  draw  a  stratified  random  sample  of  recipients.  We  decided  to 
identify  all  recipients  who  entered  the  waiver  program  throughout  the  State  during 
the  period  December,  1986  through  February  28,  1987.    This  procedure  yielded  561 
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individuals.  We  then  observed  their  geographic  location  within  the  State  to  be  as 
follows: 


EXHIBIT  2 

DISTRIBUTION  OF  WAIVER  RECIPIENTS,  BY  REGION  OF  THE  STATE 


Region 


Frequency 


Cum.  Freq 


Percent 


Cum.  Percent 


Northwest 
Northern 
Southwest 
Central 


50 

3 

142 
148 
218 


50 
53 
195 
343 
561 


8.9 
0.5 
25.3 
26.4 
38.9 


8.9 
9.4 
34.8 
61.1 
100.0 


Eastern 


Waiver  recipient  locations  did  not  correspond  to  the  State  population 
distribution.  For  example,  very  few  recipients  in  the  sample  came  from  the 
Northern  Region  (Northern  Virginia)  where  a  substantial  portion  of  the  States 
population  lives.  Medicaid  agency  staff  agreed  that  our  sample  was  representative 
of  the  true  distribution  of  waiver  recipients  and  that  the  pattern  does  not  follow 
State  population  distribution.  The  reason  given  for  the  lack  of  waiver  participation 
in  Northern  Virginia  was  the  paucity  of  providers  and  the  relative  abundance  of 
other  publically  available  home  and  community-based  resources. 

We  arbitrarily  specified  that  time  and  resources  permitted  us  to  site  visit  only 
providers  and  conduct  approximately  50  recipient/patient  home  interviews.  The 
ownership  distribution  of  the  approximately  143  providers  is  54  percent  proprietary, 
23  percent  are  local  health  departments,  18  percent  are  hospital-based  programs,  and 
the  remainder  are  local  area  agencies  on  aging.  Since  provider  ownership  was 
considered  an  important  factor,  the  sample  of  nine  providers  were  apportioned  as 
follows:  5  proprietary  agencies  (profit  and  non-profit),  1  hospital-based  provider,  1 
local  area  agency  on  aging,  and  2  local  health  departments.  The  process  of 
choosing  the  nine  providers  and  approximately  50  of  their  recipients  was  as  follows: 


The  sample  size  of  nine  providers  was  allocated  to  each  region  of  the  State 
according  to  their  recipient  counts  for  1987.  The  result  was  the  Northern 
and  Northwest  combined  (2  providers),  Southwest  (2  providers),  Central  (2 
providers),  and  Eastern  (3  providers) 
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Providers  in  each  region  were  matched  to  the  sample  of  561  recipients- 
this  gave  a  provider  sample  frame  linked  to  their  recipients  for  each  region 

Nine  specific  providers  were  chosen  from  among  the  regions  according  to 
ownership,  urban-rural  mix,  and  alloted  number  of  sample  providers  to  each 
region 

A  random  sample  of  50  recipients  was  chosen  from  among  the  nine  selected 
providers. 


By  the  time  of  the  field  visits  about  a  year  later  there  were  only  17  recipients 
still  living  at  home  and  available  for  our  home  visit.  The  majority  were  deceased, 
moved  to  nursing  homes,  or  otherwise  had  left  the  program.  Over  55  personal 
interviews  were  conducted  across  the  nine  provider  sites.  State  Medicaid  agency 
staff  felt  that  this  sample  was  representative  of  the  waiver  program  statewide. 
Extensive  interviews  were  also  held  with  State  Department  of  Medical  Assistance 
Services  community  care  program  staff  in  Richmond. 

Our  final  sample  used  for  the  field  visits  was  as  follows: 

EXHIBIT  3 

TYPE  AND  NUMBER  OF  INTERVIEWS,  BY  PROVIDER 


RN 


Region 

Providers 

Admin.  Supers 

RNs 

Aides 

Patients 

Northern 

Hunt  Country 

1  1 

0 

1 

1 

Northwest 

Jefferson  ABO 

0  1 

0 

2 

2 

Southwest 

Affiliated 

0 

3 

3 

Smyth  County 

0 

2 

2 

Central 

Family&Children 

0 

1 

1 

Medical  Personnel 

0 

2 

2 

Eastern 

Norfolk  City 

1 

3 

3 

Commonwealth 

1 

2 

2 

Care  Link 

1 

2 

1 

8  9  3        18  17 


3.      SURVEY  INSTRUMENTS 

Survey  instruments  in  the  form  of  highly  structured  interview  guides  were 
crafted  for  on-site  interviews  with  provider  agency  administrators,  personal  care 
program  nurse  supervisors,  personal  care  aides,  and  patients.    The  design  of  each 
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instrument  was  guided  by  study  objectives  and  research  issues.  Copies  of  the 
interview  guides  are  presented  as  Appendix  A  to  this  paper. 

The  guide  developed  for  agency  administrators  is  oriented  towards  hiring 
policies  for  nurses  and  aides,  compensation  and  fringe  benefits,  attitudes  as  to  how 
PC  aide  turnover  rates  and  absenteeism  affect  quality  of  care,  PC  aide  recruitment 
strategies,  hiring  practices,  reference  checking,  staff  qualifications,  internal  quality 
assurance  mechanisms,  in-service  training,  strong  and  weak  points  of  State  Medicaid 
structural  and  process  requirements,  how  they  perceive  strengths  and  weaknesses  of 
the  Virginia  personal  care  program,  and  how  the  program  might  be  improved.  The 
entire  interview  process  was  conducted  with  the  aim  of  learning  how  any  structural 
or  process  detail  might  affect  patient  quality  of  care.  The  average  interview  was 
approximately  3  hours. 

The  major  purpose  of  the  RN  nurse  supervisor  interviews  was  to  gain  an 
understanding  of  how  the  nurse  supervisors  on  the  front  line  perceive  links  between 
certain  structural  and  process  requirement  and  patient  quality  of  care.  Many  of  the 
questions  overlapped  with  the  agency  administrators  guide.  Questions  probed  into 
how  the  nurse  supervisors  viewed  their  jobs,  their  specific  duties,  how  they  spent 
their  time,  their  views  as  to  the  quality  of  work  being  done  by  themselves  and  their 
personal  care  aides,  and  how  they  felt  about  the  strengths  and  weaknesses  in  the 
program.  Almost  every  question  linked  in  some  way  to  how  they  rated  patient 
quality  of  care.  The  average  interviewing  time  for  the  nurse  supervisors  was  about 
two  hours. 

The  personal  care  aide  interview  guide  is  designed  to  explore  questions  such 
as:  1)  Who  are  home  care  aides  and  what  are  their  qualifications?  2)  How  did 
they  get  into  the  business?  3)  If  turnover  and  absenteeism  are  high,  why?  4)  How 
do  they  feel  their  prior  training  or  jobs  prepared  them  for  the  job?  5)  How  could 
the  preparation  be  improved?  6)  How  supportive  do  they  feel  their  nurse  supervisor 
and  the  agency  is  regarding  the  needs  of  themselves  and  their  patients?  7)  How  do 
they  feel  about  the  quality  of  care  being  given  to  their  patients?  8)  What  do  they 
like  and  not  like  about  their  jobs?  9)  the  extent  to  which  they  follow  the  written 
plan  of  care,  and  10)  Do  they  plan  to  adopt  home  care  as  a  career?  This  interview 
is  confidential  and  asks  the  aides  to  reveal  a  lot  about  themselves  and  their  private 
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feelings  about  home  care  and  it's  link  to  patient  outcomes.  The  average  PC  aide 
interview  time  was  45  minutes. 

The  purpose  of  the  recipient/patient  home  visits  was  to  directly  observe  the 
home  environment,  the  patient's  condition,  the  availability  and  strength  of  informal 
family  supports,  the  care  responsibilities  assumed  by  the  informal  caregivers,  and 
overall  satisfaction  with  the  home  care  service.  Another  important  dimension  to  the 
patient  interviews  was  to  observe  the  interpersonal  relationship  between  the  patient 
and  the  personal  care  aide.  The  interview  was  timed  to  correspond  to  a  time  when 
the  patient's  personal  care  aide  would  be  present.  The  strength  of  the 
interpersonal  bonding  between  patient  and  the  PC  aide  was  taken  as  an  important 
quality  indicator.  Quality  indicators  directly  observable  through  the  home  visits 
were  patient  control  over  the  daily  routine,  improvements  and  maintenance  in 
functional  skills,  reduced  caregiver  strain,  socialization,  self-esteem  and  confidence, 
safety,  extent  to  which  the  home  care  services  meet  the  patient's  needs,  accuracy 
of  the  plan  of  care,  and  overall  patient  satisfaction. 

In  addition  to  the  interviews,  samples  of  patient  recordkeeping  were  reviewed 
to  observe  the  currency  of  plans  of  treatment,  nursing  charting,  aide  charging  and 
daily  log  sheets,  and  timeliness  of  required  monthly  nursing  visits.  We  also  directly 
observed  the  results  of  the  routine  surveillance  conducted  by  State  Medicaid  agency 
utilization  review  analysts  assigned  to  the  provider. 
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CHAPTER  THREE 

VIRGINIA  HOME  AND  COMMUNITY-BASED  CARE  WAIVER 


During  the  late  1970s,  the  Commonwealth  of  Virginia  implemented  a  nursing 
home  preadmission  screening  program  as  a  means  of  controlling  Medicaid-financed 
nursing  home  use  and  as  a  tool  to  target  candidates  for  community-based 
alternatives  to  institutional  care.  Prior  to  the  Commonwealth's  request  for  a 
Section  2176  Medicaid  waiver,  the  nursing  home  preadmission  screening  program  had 
proven  successful  in  diverting  individuals  from  Medicaid-funded  nursing  home  care. 

Since  the  screening  mechanism  was  already  targeting  the  appropriate  population 
for  a  Section  2176  waiver,  only  a  few  modifications  were  required  for  this  program 
to  serve  as  the  assessment  mechanism  for  an  in-home  personal  care  services  waiver 
program.  The  Commonwealth  of  Virginia's  Personal  Care  Waiver  was  approved  by 
the  Department  of  Health  and  Human  Services  with  an  effective  date  of  June  18, 
1982. 

The  purpose  of  this  section  of  the  case  study  is  to  give  the  reader  adequate 
knowledge  of  the  Virginia  waiver  program  and  the  environment  in  which  it  operates. 
Two  of  the  most  distinctive  characteristics  of  the  waiver  is  the  statewide 
preadmission  screening  mechanism  and  program's  quality  assurance  structure  and 
process. 

1.      LONG-TERM  CARE  IN  VIRGINIA 

The  primary  public  providers  of  long  term  care  in  Virginia  are  the 
agencies  that  form  the  Long  Term  Council:  the  Departments  of  Medical  Assistance 
Services  (the  Medicaid  agency),  Health,  Social  Services,  Mental  Health  and  Mental 
Retardation,  Aging,  Rehabilitation  Services,  and  Visually  Handicapped.  Each  of 
these  agencies  has  a  network  of  providers  at  the  regional  or  local  level.  Some 
local  agencies  provide  services  directly  while  others  purchase  services  from  private 
agencies.  Local  Long  Term  Care  Coordinating  Committees,  with  representation  from 
these  provider  networks,  are  responsible  for  interagency  relationships  with  the 
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community.  They  engage  in  planning  and  needs  assessment,  coordinate  client 
referrals,  and  attempt  to  stimulate  private  initiatives  in  community  long  term  care. 

Community  long  term  care  (LTC)  services  are  available  through  a  variety  of 
funding  sources  in  addition  to  Medicaid.  Local  DSS  offices  are  responsible  for 
financial  eligibility  for  Medicaid  and  other  benefit  programs.  They  administer  the 
federal  Social  Services  Block  Grant  (SSBG)  which  funds  a  range  of  services 
including  homemaker/chore,  companion,  adult  day  care,  and  congregate  meals.  The 
DSS  also  provides  residential  placement  in  homes  for  adults  and  adult  family/foster 
care. 

The  Virginia  Department  for  the  Aging  (DOA)  has  designated  25  Area  Agencies 
on  Aging  that  are  funded  through  the  Federal  Older  Americans  Act,  state  and  local 
monies.  DOA  agencies  provide  congregate  and  home-delivered  meals,  homemaker, 
companion,  adult  day  care,  home  health,  transportation  and  case 
management/advocacy  services.  The  Department  of  Mental  Health  and  Mental 
Retardation  provides  a  variety  of  mental  health  and  substance  abuse  services  to 
elders  and  others,  and  case  management  of  community  stays  for  individuals 
discharged  from  its  six  psychogeriatric  hospitals. 

Complementing  the  local  health  departments  in  the  delivery  of  home  health  and 
personal  care  services,  are  private  licensed  home  health,  agencies.  These  agencies 
also  receive  Medicare,  Medicaid,  private  insurance  and  out-of-pocket  reimbursements. 
In  many  communities,  unregulated  proprietary  and  charitable  organizations  provide 
paraprofessional  home  care  services. 

Nursing  home  care  is  provided  by  approximately  165  Medicaid  certified 
facilities.  Virginia  is  near  the  national  median  in  institutional  long  term  care  bed 
supply,  therefore  there  is  no  overall  bed  shortage.  Of  Virginia's  certified  beds,  90 
percent  are  at  the  intermediate  care  facility  (ICF)  level  of  care;  and  67  percent  of 
nursing  home  residents  receive  Medicaid.1-* 


^  Capitman,  Arling  and  Bowling,  "Public  and  Private  Costs  of  Long  Term 
Care  for  Nursing  Home  Pre-admission  Screening  Program  Participants," 
Unpublished  Manuscript. 
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2.      DESCRIPTION  OF  WAIVER  PROGRAM 


(a)  Overview 

Virginia's  Section  2176  Medicaid  waiver  program  is  administered  by  the 
Department  of  Medical  Assistance  Services.  The  program  offers  personal  care 
services  (assistance  with  activities  of  daily  living  such  as  dressing,  feeding, 
ambulating,  personal  hygiene,  assisting  with  medications,  observing  the  patients  and 
assisting  with  some  household  tasks)  to  frail  elderly  or  disabled  who  are  eligible  for 
Medicaid  and  who  are  at  high  risk  of  nursing  home  entry  if  help  at  home  is  not 
received.  There  are  2  to  3  thousand  individuals  in  the  waiver  program  at  any  one 
time. 

Referrals  to  the  waiver  come  through  the  Nursing  Home  Pre-Admission 
Screening  (PAS)  Program,  also  administered  by  the  Department  of  Medical  Assistance 
Services.  The  PAS  is  composed  of  community  and  hospital-based  teams  which 
include  a  physician,  nurse  and  social  worker  who  assess  individuals  who  have  applied 
for  nursing  home  entry,  and  who  are  either  now  or  within  180  days  after  admission 
likely  to  be  Medicaid  eligible.  The  assessment  process  includes  a  review  of  the 
client's  physical  and  mental  functioning,  their  family  and  informal  resources,  and 
their  ability  to  function  in  the  community  with  assistance  from  formal  and/or 
informal  caregivers. 

A  recent  study  by  the  Virginia  Center  on  Aging  for  the  Virginia  Long-Term 
Care  Council  found  that  the  nursing  home  PAS  was  successful  in  distinguishing  the 
severely  functionally  impaired  from  those  less  functionally  impaired,  properly 
screened  individuals  for  nursing  home  entry  and,  when  appropriate,  denied  entry  of 
less  impaired  applicants  who  could,  with  additional  support,  remain  in  the 
community.  The  study  found  that  the  majority  (71  percent)  of  persons  recommended 
for  community  care  were  likely  to  remain  in  the  community.  It  was  not  proven 
that  continued  community  residency  was  related '  to  receipt  of  formal  support 
services.'** 


16  Arling,  Capitman,  et  al;  "Study  of  the  Public  and  Private  Cost  of 
Institutional  and  Community-Based  Long-Term  Care,"  Prepared  for  the  Long- 
Term  Care  Council  by  the  Virginia  Center  on  Aging,  October  15,  1985. 
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The  Commonwealth's  personal  care  services  home  and  community  based  care 
waiver  program  makes  available  to  recipients  an  average  of  20-25  hours  a  week  of  a 
personal  care  aide  working  under  the  medical  supervision  of  a  registered  nurse 
employed  by  a  certified  provider  of  such  care.  Normally,  this  arrangement  works 
out  to  3-4  hours  each  weekday,  with  hours  on  the  weekend  as  needed.  Personal 
care  services  for  each  patient  follows  a  written  plan  of  care.  The  personal  care 
aide's  duties  and  time  in  the  home  are  planned  around  the  patient's  needs  and  the 
availability  of  family  members  and  other  informal  support  during  other  parts  of  the 
day  and  evenings.  Although  the  patients  condition  and  care  needs  are  monitored 
continuously  by  the  aide,  a  registered  nurse  supervisor  makes  regular  monthly  visits 
to  evaluate  the  patient  and  confer  in  person  with  the  aide. 

(b)  Enrollment  and  Expenditures 

During  1986,  the  Virginia  waiver  program  served  an  unduplicated  count  of 
almost  3,000  individuals.  Of  the  1,425  new  program  entrants  in  1987,  543  entered 
the  program  from  acute  care  hospitals,  867  entered  from  the  community,  and  only 
15  entered  from  nursing  homes.  Of  the  11,097  total  screenings,  2,472  persons 
screened  for  personal  care  waiver  services,  and  only  1,425  individuals  were  admitted. 
For  those  discharging  from  the  program,  death  was  the  main  reason,  while  less  than 
50  eventually  entered  nursing  homes.  Total  waiver  program  expenditures  during 
Federal  fiscal  year  1986  were  approximately  $10.5  million,  or  $3,500  per  recipient. 

Of  the  3,000  individuals  in  the  waiver  program,  approximately  500  were 
disabled  rather  than  elderly.  The  average  age  of  elderly  recipients  is  well  over  80. 
Three-quarters  of  the  recipients  are  female.  Most  are  either  divorced,  widowed  or 
separated.  Only  400  are  still  married  and  living  with  their  spouses.  About  15 
percent  suffer  from  severe  behavioral  or  mental  functioning  problems  and  half  are 
bowel  or  bladder  incontinent.*7 

(c)  Personal  Care  Services 

Personal  care  services  alone  will  not  keep  an  individual  out  of  a  nursing  home, 
although  the  services  can  be  critical  to  enable  a  family  to  care  for  a  disabled  or 

*7  Virginia's  response  to  the  La  Jolla  Management  Corporation  survey  of 
state  waiver  programs  for  the  period  of  Federal  fiscal  year  1986. 
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frail  elderly  loved  one  for  as  long  as  possible.  Personal  care  services  include 
assistance  with  carrying  out  simple  activities  of  daily  living  such  as  eating,  bathing, 
dressing,  toileting  and  transferring  to  and  from  a  bed. 

Services  that  the  personal  care  aide  can  perform  include:  1)  light 
housekeeping,  meal  preparation,  personal  hygiene  (such  as  assisting  the  patient 
with  taking  a  bath),  routine  skin  and  nail  care,  assistance  with  toileting,  doing 
patient  laundry,  monitoring  intake  of  medications,  shopping,  monitoring  vital  signs 
and  any  conditions  in  the  home  that  might  compromise  the  patient's  safety  or 
wellbeing.  This  would  include  observing  and  evaluating  the  strength  of  the  patient's 
informal  caregiver  support. 

(d)    Preadmission  Screening 

The  gateway  into  the  waiver  program  is  the  statewide  preadmission  screening 
program  conducted  by  local  hospital  or  community  based  multidisciplinary  screening 
teams.  When  a  referral  is  received  by  the  screening  committee,  (a  referral  for 
screening  can  be  made  by  any  source),  the  committee's  nurse  and  social  worker 
collaborate  to  obtain  information  to  complete  the  assessment.  Community-based 
screening  committees  always  do  a  home  visit  and  visit  with  informal  caregivers  in 
order  to  evaluate  how  supportive  the  environment  will  be  for  the  patient  to  return 
home.  The  assessment  leads  to  a  very  comprehensive  identification  of  the 
individual's  near  term  needs.  When  the  assessment  is  complete,  the  full  committee, 
including  the  physician,  determines  the  level  of  care  required  and  evaluates  the 
availability  of  community  resources  to  meet  the  patient's  needs.  These  community 
resources  include  the  individual's  own  informal  network  of  family  and  friends  as 
well  as  formal  services,  such  as  home-delivered  meals,  companion  care,  senior 
centers,  and  adult  day  care. 

If  the  individual  is  at  risk  of  nursing  home  placement,  has  been  determined  to 
meet  the  intermediate  or  skilled  care  criteria  established  by  the  DMAS,  and  other 
community  resources  will  not  adequately  meet  the  individual's  needs,  the  nursing 
home  preadmission  screening  committee  authorizes  nursing  home  placement.  If 
appropriate,  the  individual  is  also  offered  entry  into  the  Medicaid  personal  care 
services  waiver  program.  The  choice  is  up  to  the  recipient  and  the  family  or  other 
informal  caregivers. 
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(c)     Quality  Assurance  Controls 

The  quality  assurance  model  has  four  major  components:  a)  preadmission 
screening,  b)  admission  certification,  c)  monthly  patient  home  visit  by  provider 
registered  nurse,  and  d)  utilization  review.  All  four  components  work  together  to 
provide  structural,  process  and  outcome  checkpoints  and  safeguards  in  the  program. 
The  findings  from  this  case  study  will  indicate  that  quality  assurance  controls  is 
one  of  the  hallmarks  of  the  Virginia  waiver. 


Page  23 


CHAPTER  FOUR 

FINDINGS  AND  CONCLUSIONS 

Our  major  findings  are  organized  around  the  seven  basic  research  questions 

specified  in  the  case  study  design.  These  research  questions  were: 

EXHIBIT  4 

SEVEN  BASIC  CASE  STUDY  RESEARCH  QUESTIONS 

1.  How  are  recipients  screened  and  assessed  for  entry  into  the  waiver,  and 
how  accurate  is  the  screening? 

2.  How  is  the  patient  plan  of  care  developed  and  updated? 

3.  What  are  personal  care  services? 

4.  Who  are  the  providers  of  personal  care  services  and  what  are  their 
qualifications? 

5.  Who  are  the  recipients  of  personal  care  services? 

6.  How  does  the  quality  of  personal  care  services  at  home  differ  from  care 
in  a  nursing  home? 

7.  Are  State  structural  and  process  program  standards  sufficient  to  assure 
quality  patient  care? 

Each  of  these  questions  is  important  to  the  current  HCFA  evaluation  of  the 
Medicaid  home  and  community  care  waivers  and  to  Congressional  lawmakers  as  they 
consider  the  various  bills  before  the  U.S.  Congress  on  improving  the  availability  and 
quality  of  long-term  home  care  for  the  frail  elderly  and  chronically  disabled.  Our 
findings  with  respect  to  each  question  is  presented  in  the  following  sections.  After 
the  findings,  several  conclusions  are  offered. 

1.      MAJOR  FINDINGS 

Case  study  findings  are  grouped  according  to  each  of  the  seven  research 
questions. 
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(a)    How  Are  Recipients  Screened  And  Assessed  For  Entry  Into  The  Waiver,  And 
How  Accurate  Is  The  Screening? 

Prior  research  on  home  care  demonstrations  has  indicated  that  a  major  problem 
with  the  cost-effectiveness  of  home  and  community-based  care  programs  is  an 
inability  (or  unwillingness)  to  limit  entry  to  the  program  to  those  eligibles  who 
would  otherwise  be  admitted  to  a  nursing  home.  This  is  a  major  finding  of  the 
National  Channeling  Demonstration  and  of  several  case  studies  undertaken  as  part  of 
HCFA's  evaluation  of  Medicaid  2176  waiver  programs. 

The  Commonwealth  of  Virginia  recognized  this  issue  as  far  back  as  1977  when 
it  instituted  a  nursing  home  preadmission  screening  program.  In  1982,  the 
legislature  expanded  it  to  require  screens  of  all  individuals  desiring  admission  to  a 
nursing  home  and  who  are  eligible  for  Medicaid  or  will  become  eligible  within  six 
months  following  nursing  home  admission.  The  latter  requirement  was  in 
recognition  that  although  an  individual  may  enter  a  nursing  home  as  a  private  pay 
patient,  within  six  months  they  will  normally  "spenddown"  to  impoverishment  and 
seek  Medicaid  financial  support. 

The  screening  teams  use  a  standardized  assessment  instrument  developed  by  the 
Long-Term  Care  Assessment  Training  Center,  Cornell  University  Medical  Center. 
This  instrument  (DMAS-95)  addresses  the  individual's  overall  medical  and  social 
status  as  well  as  individual  functioning  ability  and  dependency  needs.  Each  screen 
is  conducted  by  a  team  consisting  of  a  nurse  and  social  worker,  usually  with  the 
participation  of  a  physician.  The  screening  team  can  be  hospital  or  community- 
based.  If  community-based,  the  team  is  based  with  the  local  health  or  social 
services  department.  Screening  teams  are  paid  $65  per  screen  as  contractors  to  the 
Department  of  Medical  Assistance  Services  (DMAS).  Data  from  this  assessment 
instrument  is  put  into  the  DMAS  Long-Term  Care  Information  System  for  every 
individual. 

When  a  referral  is  received  by  the  screening  committee,  (a  referral  for 
screening  can  be  made  by  any  source),  the  committee's  nurse  and  social  worker 
collaborate  to  obtain  information  to  complete  the  assessment.  Community-based 
screening  committees  always  do  a  home  visit  and  visit  with  informal  caregivers  in 
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order  to  evaluate  how  supportive  the  environment  will  be  for  the  patient  to  return 
home.  Hospital-based  screening  teams  do  not  conduct  home  visits. 

The  assessment  leads  to  a  very  comprehensive  identification  of  the  individual's 
near  term  needs.  When  the  assessment  is  complete,  the  full  committee,  including 
the  physician,  determines  the  level  of  care  required  and  evaluates  the  availability  of 
community  resources  to  meet  the  patient's  needs  (Appendix  B  contains  a  blank 
assessment  Form,  or  DMAS-95).  These  community  resources  include  the  individual's 
own  informal  network  of  family  and  friends  as  well  as  formal  services,  such  as 
home-delivered  meals,  companion  care,  senior  centers,  and  adult  day  care. 

If  the  individual  is  at  risk  of  nursing  home  placement,  has  been  determined  to 
meet  the  intermediate  or  skilled  care  criteria  established  by  the  DMAS,  and  other 
community  resources  will  not  adequately  meet  the  individual's  needs,  the  nursing 
home  preadmission  screening  committee:  a)  explores  Medicaid  personal  care  waiver 
services  as  an  alternative,  or  b)  authorizes  nursing  home  placement. 

The  exploration  of  personal  care  as  an  alternative  to  nursing  home  placement 
must  include:  a)  development  of  a  plan  of  care  that  will  provide  for  the  health, 
safety  and  welfare  of  the  individual,  and  b)  assure  that  the  Medicaid  expenditures 
for  personal  care  waiver  services  each  month  will  not  be  greater  than  the  Medicaid 
expenditure  for  nursing  home  care  (Appendix  B  contains  a  blank  screening 
committee  plan  of  care  form,  or  the  DMAS-97). 

If  the  personal  care  plan  is  an  appropriate  and  cost-effective  alternative  to 
nursing  home  placement,  the  individual  is  offered  the  choice  of  personal  care  or 
nursing  home  care.  The  screening  committee  will  automatically  approve  the  choice 
of  the  individual.  The  screening  committee's  approval  serves  as  the  initial  level  of 
care  certification  and  the  authorization  for  personal  care  or  nursing  home  care.  If 
the  individual  chooses  the  personal  care  waiver  services,  they  are  also  asked  to 
choose  a  convenient  Medicaid-certified  personal  care  services  provider  agency.  The 
screening  committee  then  forwards  all  the  screening  forms  and  authorizations  to  the 
selected  provider  agency. 
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When  the  provider  agency  takes  the  case,  a  second  level  of  screening  and  care 
planning  takes  place.  The  provider  makes  an  initial  home  visit  by  a  registered 
nurse  assigned  to  the  personal  care  services  program  component  of  the  agency,  and 
another  plan  of  care  is  independently  prepared.  This  is  attached  to  the  screening 
forms  and  the  package  is  forwarded  to  the  DMAS  for  review  and  enrollment. 

The  survey  interview  guides  contain  several  questions  of  different  respondents 
as  to  the  extent  the  screening  mechanism  worked  as  described,  how  thorough  an 
assessment  was  done  by  the  screening  committees,  and  how  accurate  was  their 
suggested  plan  of  care.  Without  exception,  all  nurse  supervisors  interviewed 
thought  that  the  community-based  screening  committees  did  an  excellent  job. 
Seldom  did  their  initial  plans  of  care  differ  to  any  significant  degree  from  that  of 
the  committee's  plan. 

About  half  of  the  nurse  supervisors  complained,  that  while  the  hospital-based 
screening  teams  were  accurate  in  identifying  patient  care  needs,  their  care  plans 
were  often  wrong;  i.e.,  they  misread  patient  needs  for  certain  personal  care 
services.  They  believed  that  this  was  due  to  the  fact  that  hospital-based  teams  do 
not  usually  conduct  a  home  visit  and  the  discharge  planning  social  workers  and 
nurses  typically  do  not  have  the  public  health  nursing  experience  to  fully  appreciate 
kinds  and  amounts  of  personal  care  services  needed  by  patients  having  multiple 
impairments. 

Some  of  the  nurses  interviewed  expressed  concern  that  the  assessment 
instrumentation  used  by  the  screening  committees  was  more  oriented  towards 
nursing  home  admissions  than  home  care.  For  example,  there  is  great  emphasis  on 
activities  of  daily  living  (ADLs)  but  little  emphasis  on  instrumental  activities  of 
daily  living  (IADLs),  a  scale  more  suitable  to  measure  the  needs  of  people  living 
alone.  A  few  suggested  that  the  forms  were  cumbersome,  duplicative  and  needed 
redesign  to  fit  the  unique  needs  of  the  home  care  program. 

Overall,  the  Commonwealth's  pre-admission  screening  program,  combined  with 
the  second  level  of  review  at  the  home  care  provider  agency  level  (there  is  actually 
a  third  level  of  review  as  the  package  is  forwarded  to  DMAS  staff  in  Richmond  for 
final  review),  works  very  well.     Provider  agency  nurses,  personal  care  aides  and 

Page  27 


patient  informal  caregivers  had  a  high  regard  for  the  fairness  and  accuracy  of 
screening  team  assessments. 

The  second  part  of  the  research  question  relates  to  the  accuracy  of  the 
preadmission  screening  process  as  a  mechanism  to  target  Medicaid  waiver  personal 
care  services  ONLY  to  those  individuals  who  would  otherwise  enter  a  nursing  home. 
This  "client  targeting"  issue  has  been  identified  in  prior  research  of  home  and 
community-based  care  programs  as  being  the  "achilles  heal"  of  home  care 
programming.  Most  of  the  prior  evaluations  of  home  care  demonstrations  found  that 
client  targeting  accuracy  was  no  better  than  one  in  three,  or  33  percent.  That  is, 
for  every  one  individual  assessed  correctly  to  enter  a  nursing  home  unless  home 
care  services  are  made  available,  two  others  were  assessed  incorrectly;  i.e.,  they  did 
not  enter  a  nursing  home.'° 

The  field  work  for  this  case  study  suggests  that  Virginia's  targeting  accuracy 
is  closer  to  60  percent.  From  the  sample  of  17  patients  interviewed,  7  had  informal 
caregivers  who  would  continue  to  care  for  their  loved  one  at  home  should  the 
personal  care  services  no  longer  be  available.  These  findings  were  based  upon 
either  a  discussion  with  the  patient's  family  caregiver  or  the  personal  care  aide  or 
both.  Each  interview  probed  the  circumstances  around  which  the  patient  came  into 
the  personal  care  waiver  program  and  the  role  played  by  the  waiver  program  in 
preventing  or  delaying  patient  entry  to  a  nursing  home.  The  evaluation  of  the 
South  Carolina  Medicaid  home  care  demonstration  program  in  the  early  1980s  is  the 
only  known  other  evaluation  study  reporting  targeting  accuracy  higher  than  50 
percent. 

The  relatively  high  targeting  accuracy  in  Virginia  is  likely  due  to  the  rigor  of 
the  preadmission  screening  process  and  the  commitment  of  the  people  making  the 
mechanism  work.  This  finding  in  Virginia  indicates  that  targeting  accuracy  CAN  be 


18  Incorrect  targeting  does  not  necessarily  mean  faulty  screening  or 
assessment.  Reasons  for  not  entering  a  nursing  home  could  be  quite  external 
to  program  screening.  For  example,  nursing  home  bed  waiting  lists  or 
particular  characteristics  of  the  patient  could  preclude  or  greatly  delay  nursing 
home  entry.  Also,  when  faced  with  the  final  decision,  family  members  can 
change  their  minds  and  support  continued  stay  at  home.  Acute  care  episodes 
can  also  alter  plans  to  enter  a  nursing  home. 
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relatively  high  IF  the  screening  process  is  sufficiently  rigorous,  and  the  people  in 
the  system  want  it  to  work.  The  Virginia  program  is  exemplorary  in  preadmission 
screening  and  client  targeting  accuracy. 

(b)     How  Is  The  Patient  Plan  of  Care  Developed  And  Updated? 

Initial  development  of  the  plan  of  care  (DMAS-97)  is  done  by  the  preadmission 
screening  committee,  using  the  assessment  instrumentation  discussed  above.  The 
plan  of  care  must  be  approved  by  the  attending  physician  or  the  public  health 
physician,  whichever  is  most  appropriate.  The  plan  of  care  indicates  the  services 
needed  and  their  amount,  scope  and  duration.  A  maximum  amount  of  personal  care 
hours  per  month  is  documented  in  the  plan  in  order  to  assure  that  the  cost  of 
personal  care  services  does  not  exceed  the  cost  of  a  nursing  home. 

Upon  receipt  of  a  referral  and  prior  to  delivery  of  personal  care  services,  the 
provider  agency  registered  nurse  makes  a  home  visit  and  conducts  an  independent 
evaluation  of  the  patient's  condition,  needs  and  living  situation.  Normally,  the 
personal  care  aide  to  be  assigned  to  the  patient  would  accompany  the  nurse.  The 
plan  of  care  from  the  preadmission  screening  committee  is  reviewed  with  the  patient 
and  available  family  caregivers.  The  nurse  will  complete  her  own  plan  of  care  (See 
Appendix  B  for  an  example  of  the  agency  plan  of  care  Form  DMAS-97A).  If  it 
differs  from  the  screening  committee's  plan,  the  differences  are  noted  and  explained 
on  her  plan  of  care  document. 

In  cases  where  the  provider  agency  makes  changes  in  the  plan  of  care,  the 
monthly  hours  of  personal  care  services  authorized  by  the  preadmission  screening 
committee  must  not  be  exceeded  until  new  service  levels  are  authorized  by  their 
assigned  DMAS  utilization  review  analyst.  This  is  an  important  safeguard  in  the 
process.  The  provider  agency  cannot  alter  the  previously  authorized  number  of 
hours  of  a  personal  care  services  aide  without  Medicaid  approval.  In  the  case  of 
lowering  the  hours,  the  patient  or  patient's  family  must  be  notified  and  agree.  If 
not,  the  patient  can  appeal  the  reduction.  During  the  appeal  process,  the  hours  of 
care  per  week  remain  as  originally  authorized. 

Personal  care  aides  are  encouraged  to  keep  in  weekly  touch  with  their  agency 
registered  nurse  supervisors  to  report  on  any  changes  that  may  need  to  be  made  in 
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their  patient's  plan  of  care.  The  survey  confirms  that  they  do  that.  In  addition, 
once  each  month  the  agency  is  required  to  have  a  personal  services  program  nurse 
supervisor  make  a  home  visit  to  provide  one-on-one  supervision  to  the  personal  care 
aide  and  examine  the  patient's  condition  and  needs.  This  is  a  very  important 
checkpoint  in  the  process.  It  helps  to  assure  that  the  nurse,  personal  services  aide 
and  patient  meet  regularly  to  monitor  the  quality  of  care  and  make  any  changes  to 
the  plan  of  care  as  may  be  needed.  It  also  assures  that  the  nurse,  aide,  patient 
and  family  caregivers  are  in  close  communication  and  are  working  together  as  a 
team.  These  visits  are  charted  in  the  patient's  case  record,  noting  the  date  of  the 
visit  and  the  findings.  This  provides  documentation  to  help  assure  continuity  of 
care  and  accountability. 

The  monthly  nursing  visit  is,  in  our  opinion,  a  centerpiece  of  the  Virginia 
model.  The  survey  confirmed  that  the  provider  agencies  take  this  process 
requirement  very  seriously.  Nurses  were  quite  committed  to  using  the  monthly  home 
visit  to  every  advantage  of  their  patients  and  the  personal  care  aides. 

(c)     What  Are  Personal  Care  Services? 

Personal  care  services  assist  impaired  clients/patients  with  performing  activities 
of  daily  living  such  as  dressing,  bathing,  eating,  toileting  and  transferring  in  and 
out  of  bed.  They  may  also  assist  with  instrumental  activities  of  daily  living  such  as 
making  phone  calls,  money  management,  housekeeping,  doing  laundry,  meal 
preparation,  shopping,  and  arranging  for  transportation.  Personal  care  services  help 
to  assure  that  the  home  is  a  healthy  and  safe  environment. 

Personal  care  services  differ  from  home  health  care  services  by  the  intensity 
of  medical  care  intervention.  Home  health  care  services  are  normally  of  a  short- 
term  nature  to  assist  the  patient  in  recovery  from  an  acute  episode  of  illness.  The 
involvement  of  a  physician  and  skilled  nurse  is  more  intense  (at  least  every  two 
weeks).  Normally,  a  home  health  aide  is  assigned  to  the  home  to  render  daily  care 
under  the  supervision  of  a  physician-skilled  nurse  team.  In  contrast,  personal  care 
services  are  long-term  maintenance  or  supportive  services  designed  to  augment 
informal  family  support  for  the  purpose  of  enabling  a  patient  to  remain  at  home 
rather  than  enter  an  intermediate  or  skilled  nursing  home. 
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Examples  of  personal  care  service  that  can  be  rendered  by  home  care  aides 
under  the  Virginia  waiver  program  are  given  in  Exhibit  5.  Most  of  the  personal 
care  services  listed  1-13  are  health  in  nature  while  the  services  numbered  14-19  are 
homemaking  services.  The  term  "personal  care"  services  is  due  to  the  very  personal 
nature  of  most  of  the  health-oriented  services;  i.e.,  dressing,  bathing  and  toileting. 
These  services  draw  the  major  distinction  between  personal  care  services,  and 
simply  homemaker  services. 

There  are  other  very  important  but  intangible  benefits  of  personal  care 
services.  The  friendships  that  develop  between  the  personal  services  aide  and  the 
patient  and  family  caregivers  strengthens  the  confidence  and  spirit  of  the  family 
unit.  During  the  survey,  bonding  between  the  personal  care  aides  and  the  patients 
was  observed.  This  "caring"  phenomenon  encourages  the  patient  to  "do  better,"  i.e., 
be  more  independent.  The  personal  care  service,  even  if  only  for  3  to  4  hours  each 
weekday  morning,  may  help  enable  a  family  member  to  continue  to  work  or  go  to 
school.  Personal  care  services  may  be  more  appropriately  described  as  a  form  of 
respite  care  or  augmentation  of  the  total  family  support  given  to  the  patient. 


Another  undefined  and  intangible  personal  care  service  provided  by  the 
registered  nurses  and  their  aides  is  a  limited  form  of  case  management.  During  the 
survey,  a  number  of  situations  were  observed  where  the  nurse  or  aide  noted  that 
their  patient  could  benefit  from  other  services  available  in  the 


EXHIBIT  5 

PERSONAL  CARE  SERVICES  AUTHORIZED  BY  VIRGINIA  MEDICAID  PROGRAM 


3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 


1. 

2. 


Assisting  with  care  of  teeth  and  mouth. 

Assisting  with  grooming  (this  would  include  care  of  hair,  shaving, 
and  the  ordinary  care  of  nails). 

Assisting  with  bathing  of  patient  in  bed,  tub  or  shower. 

Assisting  patient  in  moving  on  or  off  bedpan,  commode  or  toilet. 

Assisting  patient  in  transferring  and  walking. 

Assisting  patient  with  eating. 

Preparing  and  serving  meals. 

Assisting  patient  with  dressing. 

Monitoring  vital  signs. 

Assisting  with  self-administered  medication  and  assuring  that  patient 
is  receiving  medication  at  prescribed  doses  and  times. 
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11.  Routine  skin  care,  such  as  applying  lotion  to  dry  skin. 

12.  Change  of  position  or  turning.  Range  of  motion  is  NOT  included. 

13.  Observing  patient's  condition  so  that  professional  medical  assistance 
can  be  obtained  as  needed. 


Personal  care  aides  may  also  be  expected  to  perform  the  following 
household  services  for  the  PATIENT  ONLY  and  not  for  the  convenience 
of  other  household  members. 


14.  Washing  dishes  and  cleaning  kitchen. 

15.  Making  beds  and  changing  linens. 

16.  Dusting  and  vacuuming  the  rooms  occupied  by  the  patient. 

17.  Listing  needed  supplies. 

18.  Shopping  for  client. 

19.  Washing  patient's  personal  laundry  if  no  other  family  member  is 
available. 

NOT  INCLUDED  as  authorized  personal  care  services  are  the  following: 

1.  Transportation  outside  the  home. 

2.  Services  requiring  professional  skills  such  as  tube  feedings,  Foley 
catheter  irrigations,  sterile  dressings,  or  any  other  procedures 
requiring  sterile  techniques. 

3.  Range  of  motion  exercises. 


Medicaid  will  not  reimburse  personal  care  provider  agencies  for  any  services 
that  are  not  listed  above. 

community.  There  were  several  occasions  where  arrangements  had  been  made  for 
home  emergency  monitoring  devices,  emergency  energy  assistance,  food  stamps  and 
home-delivered  meals,  physical  therapy,  and  visiting  companions. 


Nurses,  personal  care  aides  and  patients/caregivers  were  asked  if  the  personal 
care  services  were  useful,  appropriate  and  sufficient  to  meet  patient  needs.  All 
respondents  indicated  that  the  services  were  useful  depending  on  the  circumstances. 
The  aides  felt  that  the  services  were  usually  appropriate  to  patient  needs. 

A  few  aides  complained  that  they  should  be  allowed  to  change  sterile  dressings 
and  provide  limited  automobile  transportation  for  doctor  visits.  The  only  patient 
complaints  with  the  services  was  an  occasional  "grumble"  that  they  would  like  for 
their  aide  to  stay  longer  hours. 
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In  summary,  interviews  with  the  registered  nurse  supervisors,  personal  care 
aides,  and  patients/caregivers  provided  convincing  examples  that  the  coverage, 
amount  and  duration  of  Virginia's  personal  care  services  was  appropriate  to  meet 
patient/caregiver  needs. 

(d)    Who   Are   The   Providers   Of   Personal   Care  Services   And   What   Are  Their 
Qualifications? 

The  Virginia  Medicaid  home  and  community-based  care  waiver  program  uses 
contractors  for  the  direct  delivery  of  in-home  personal  care  services.  Currently 
there  are  143  providers  located  throughout  the  Commonwealth.  Approximately  54 
percent  are  private  profit  and  non-profit  agencies  (typically  also  in  the  Medicare 
home  health  business  as  well),  23  percent  are  local  health  departments,  18  percent 
are  hospital-based  programs  and  the  remainder  are  Area  Agencies  on  Aging. 

Providers  are  subjected  to  very  detailed  conditions  of  participation  in  the 
waiver  program,  the  most  important  of  which  is  that  they  agree  to  employ  qualified 
registered  nurses  to  supervise  qualified  personal  services  home  care  aides  according 
to  staffing  ratio  standards,  keep  appropriate  records,  safeguard  patient 
confidentiality  and  safety,  follow  program  procedures,  and  be  open  to  a  very 
stringent  utilization  review  program  carried  out  by  the  Medicaid  agency.  Providers 
must  also  meet  Department  of  Health  licensure  requirements. 

Exhibit  6  contains  selected  characteristics  of  the  providers  sampled  for  site- 
visits  and  interviews  for  this  case  study.  The  nine  providers  are  a  reasonable 
representation  of  all  providers  in  the  Commonwealth  in  terms  of  geography, 
ownership  and  size.  The  range  of  full-time  equivalent  registered  nursing  staff 
assigned  to  the  Medicaid  personal  care  services  program  varies  between  a  low  of  0.2 
at  the  Hunt  Country  Home  Health  in  Northern  Virginia  to  a  high  of  3.0  in  two 
other  agencies. 
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EXHIBIT  6 

SELECTED  CHARACTERISTICS  OF  SAMPLE  PROVIDER  AGENCIES 
(Data  Current  as  of  February,  1988) 


Weekly 
Patient 
Full-  Caseload 


Owner 

FTE 

PC 

Time 

Region 

Providers 

-ship 

RNs 

Aides 

Aides 

Pts. 

Hrs. 

Northern 

Hunt  Country 

Profit 

0.2 

2 

none 

2 

45 

Northwest 

Jefferson  ABO 

AAA 

1.3 

2 

5 

36 

750 

Southwest 

Affiliated 

Profit 

1.0 

28 

12 

31 

640 

Smyth  County 

County 

1.0 

45 

12 

56 

1020 

Central 

Family  &  Children 

Nonprofit  0.5 

13 

NA 

32 

600 

Medical  Personnel 

Profit 

3.0 

30 

10 

20 

460 

Eastern 

Norfolk  City 

City 

3.0 

33 

20 

52 

1255 

Commonwealth 

Profit 

1.8 

76 

26 

67 

1700 

Care  Link 

Hospital 

2.0 

40 

8 

35 

650 

Averages 

1.5 

33 

13 

37 

791 

The  nature  of  the  business  is  such  that  each  agency  usually  employs  a  core  of 
fulltime  aides,  supplemented  by  a  larger  number  of  part-timers.  The  heavy  use  of 
part-time  aides  is  due  in  part  to  the  unpredictable  nature  of  the  patient  workload 
and  to  preferences  of  many  aides  for  part-time  work.  About  1/3  of  the  aides 
interviewed  held  other  jobs  in  a  nearby  nursing  home  or  other  home  care  agency, 
others  were  working  mothers  who  only  desired  part-time  work.  Some  of  the  older 
aides  preferred  part-time  work  as  a  means  of  making  some  extra  money  and  simply 
having  a  job. 

The  last  columns  show  caseload  data  for  each  of  the  providers  in  terms  of 
both  current  patient  caseload  for  the  month  and  the  total  number  of  hours  of 
patient  care  provided.  One  of  the  Medicaid  structural  quality  benchmarks  for  the 
waiver  program  is: 

A  single  registered  nurse  can  supervise  no  more  than  ten  personal  care 
aides  at  any  one  time,  and 

An  RN  supervisor  can  supervise  no  more  that  400  hours  of  personal  care 
services  per  week. 
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Exhibit  6  shows  that  most  providers  were  not  in  compliance  with  this  program 
guideline.  They  argued  that  the  guidelines  are  overly  conservative  and  are  not 
necessary  to  safeguard  the  quality  of  aide  supervision  or  patient  quality  of  care. 
The  consensus  among  providers  was  that  the  guidelines  should  be  changed  to  allow 
more  like  30  aides  and  750  hours  of  patient  care  per  RN  supervisor.  The  current 
program  guidelines  are  unrealistic  and  would  result  in  unreasonable  increases  in 
provider  operating  costs. 

Provider  agencies  are  reimbursed  at  a  rate  of  $7.00  per  hour  for  personal  care 
services  delivered  to  authorized  Medicaid  recipients.  This  reimbursement  fee  is 
intended  to  cover  the  cost  of  the  personal  care  aide,  the  required  registered  nurse 
supervision,  and  any  administrative  overhead.  This  fee  has  not  been  adjusted  for 
inflation  since  the  inception  of  the  waiver  program.  The  Virginia  General  Assembly 
recently  approved  a  fee  increase  to  $8.50  per  hour  in  Northern  Virginia  and  $8.00 
per  hour  for  the  balance  of  the  Commonwealth. 

The  registered  nurses  who  supervise  the  personal  care  aides  and  monitor  the 
patients  are  the  backbone  of  Virginia's  personal  care  services  program.  Registered 
nurses  employed  by  the  provider  agency  must  be  currently  licensed  to  practice  in 
the  Commonwealth  and  have  at  least  two  years  of  related  clinical  nursing 
experience.  Clinical  experience  may  include  work  in  an  acute  care  hospital,  public 
health  clinic,  home  health  agency  or  a  nursing  home.  Personal  care  aides  are 
required  to  have  completed  at  least  40  hours  of  nursing  assistant  training,  and  have 
a  certificate  of  completion  from  a  training  program  recognized  by  Medicaid.  All 
personal  care  aides  must  work  under  the  direct  supervision  of  a  registered  nurse 
assigned  to  the  program. 

Our  survey  indicates  that  personal  care  registered  nurse  supervisors  meet  and 
usually  exceed  the  Medicaid  minimum  requirements.  The  nurses  are  highly  qualified 
and  totally  committed  to  quality  patient  care.  Exhibit  7  presents  selected 
characteristics  of  the  nurses. 
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EXHIBIT  7 

SELECTED  CHARACTERISTICS  OF  NURSE  SUPERVISORS  INTERVIEWED 


REGION 

Education 

Years 

Relevant 

Experience 

Years 

With 

Agency 

Wage 
High 

Scale 
Low 

Northern 

Bachelors 

8.5 

0.75 

$12.00 

NA 

Northwest 

Associates 

3.5 

2.50 

$9.25 

$7.50 

Southwest 

Associates 

4.0 

0.50 

$9.45 

$9.25 

Diploma 
Associates 

32.0 
6.0 

32.00 
1.50 

$12.58 
$12.50 

$9.21 
$9.21 

Central 

Diploma 

5.5 

0.60 

$13.50 

NA 

Bachelors 
Bachelors 

5.0 
3.5 

5.00 
2.00 

$20.00 
$20.00 

$18.00 
$18.00 

Eastern 

Bachelors 
Associates 

17.0 
5.0 

17.00 
2.00 

$12.58 
$12.58 

$9.21 
$9.21 

Diploma 
Diploma 

15.0 
1.5 

2.90 
1.50 

$11.50 
$11.50 

$9.40 
$9.40 

Associates 
Associates 

6.0 
7.0 

2.50 
2.00 

$13.66 
$13.66 

$9.60 
$9.60 

Salary  levels  vary  widely  with  the  providers  and  their  location  within  the 
Commonwealth;  i.e.,  urban  versus  rural  and  ownership.  Our  nurse  supervisor 
interviews  revealed  some  interesting  facts:  a)  most  of  the  nurses  are  fulltime 
employees  of  their  agencies,  b)  most  of  them  work  fulltime  at  supervising  Medicaid 
personal  care  aides  and  patients,  c)  the  monthly  home  visit  takes  from  45  minutes 
to  an  hour  and  ten  minutes,  depending  upon  the  travel  distances  and  weather 
conditions,  d)  most  reported  having  excellent  working  relationships  with  their 
Medicaid  utilization  review  analyst,  e)  most  reported  that  they  rarely  had  a 
disagreement  with  Medicaid  over  a  patient's  care  plan  in  terms  of  the  number  of 
approved  personal  care  aide  hours,  and  f)  all  felt  that  they  were  providing  high 
quality  care  to  their  patients. 
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EXHIBIT  8 

SELECTED  CHARACTERISTICS  OF  PERSONAL  CARE  AIDES 


Education  Hrs./ 


PC  Aides 

Age 

Sex 

(Yrs.) 

Wk. 

001 

32 

F 

12 

40.0 

002 

33 

F 

14 

18.5 

003 

49 

F 

12 

37.0 

004 

53 

F 

1  A 

14 

23.5 

005 

58 

F 

1 1 

35.0 

r\r\  r 

006 

47 

F 

13 

35.7 

007 

A  A 

49 

F 

12 

^  C  A 

25.0 

008 

66 

F 

12 

24.5 

009 

34 

F 

14 

25.0 

010 

50 

F 

09 

40.0 

Oil 

33 

F 

12 

30.0 

012 

40 

F 

11 

35.0 

013 

29 

F 

12 

40.0 

014 

33 

F 

11 

48.0 

015 

43 

F 

12 

56.0 

016 

26 

F 

12 

40.0 

017 

39 

F 

12 

24.0 

Years  of  Relevant  Job 


Experience 

Wage/ 

Satis- 

Total 

Agency 

Hour 

faction 

0.5 

0.5 

$6.00 

High 

1.2 

1.2 

4.62 

High 

25.0 

6.0 

4.62 

High 

2.0 

2.0 

A     1  A 

4.10 

High 

0.5 

A  C 

0.5 

A     1  A 

4.10 

Medium 

3.5 

A  O 

0.8 

A    C  A 

4.50 

TT'  1 

High 

6.0 

1  A 

1.0 

A    C  A 

4.50 

High 

D.U 

j.U 

4.70 

High 

3.5 

3.5 

High 

9.0 

1.3 

4.35 

Medium 

1.0 

1.0 

4.51 

High 

5.0 

3.0 

4.51 

High 

4.0 

4.0 

4.51 

High 

0.6 

0.6 

4.50 

High 

12.0 

0.5 

4.50 

High 

0.5 

0.5 

4.20 

Medium 

16.0 

1.0 

4.20 

High 

Personal  interviews  were  held  with  17  of  the  aides.  We  found  them 
intelligent,  personable  and  totally  committed  to  the  welfare  of  their  patients.  They 
respected  their  nurse  supervisors  and  90  percent  expressed  very  high  job 
satisfaction.  Exhibit  8  contains  selected  characteristics  of  the  aides  in  terms  of 
age,  sex,  years  of  school,  hours  worked  per  week,  years  of  relevant  work  experience 
(caring  for  the  disabled  or  frail  elderly),  years  with  their  agency,  hourly  wage,  and 
job  satisfaction.  All  but  one  aide  indicated  that  they  planned  to  continue  working 
as  personal  care  aides. 

All  17  personal  care  aides  had  certificates  for  completing  at  least  the  minimum 
Medicaid  requirements  for  training.  Many  had  taken  80-120  hour  geriatric  nurse 
assistant  training.  About  half  of  the  aides  had  previously  worked  in  nursing  homes. 
One  of  their  major  sources  of  job  satisfaction  was  to  care  for  a  patient  "one-on- 
one"  in  contrast  to  the  typical  nursing  home  environment  where  there  is  no  time  to 
develop  close  personal  relationships  with  individual  patients. 

Turnover  rates  among  personal  care  aides  turned  out  to  be  much  lower  than 
we  had  originally  thought.   Also,  absenteeism  was  very  low  as  nurse  supervisors  had 
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little  tolerance  for  unreliability.  Most  of  the  providers  indicated  that  they  had  a 
hiring  preference  for  older  more  mature  adults  having  some  prior  experience  caring 
for  the  disabled  or  frail  elderly.  If  their  previous  job  record  showed  that  they 
were  "caring"  and  reliable,  these  were  the  main  ingredients  in  a  good  personal  care 
aide.  Education  and  training  plays  a  relatively  minor  role.  Virginia's  success  with 
low  aide  turnover  reflects  these  hiring  practices  by  providers. 

Personal  care  aide  compensation  averages  about  $4.50  per  hour;  typically  with 
no  fringe  benefits  whatsoever.  This  includes  no  access  to  any  group  health 
insurance  that  might  be  available  to  other  provider  employees.  Providers  avoid 
discrimination  charges  by  classifying  aides  as  temporary  help  or  contract  workers. 
Under  these  arrangements,  providers  do  not  even  contribute  to  social  or  income 
security  taxes.  Aides  working  in  rural  areas  are  normally  reimbursed  for  auto 
mileage  when  their  round  trip  mileage  from  home  to  their  patient(s)  exceeds  some 
amount;  e.g.,  20  miles  a  day. 

Although  an  hourly  rate  of  pay  of  $4.50  per  hour  may  seem  low  for  the 
demands  of  the  job,  this  rate  is  fairly  comparable  to  local  wages  for  similar  work. 
For  example,  the  rates  were  reasonably  close  to  those  paid  by  nursing  homes, 
hospitals  and  other  home  care  agencies  in  the  area.  These  organizations  are 
normally  the  major  competitors  for  nursing  aides  in  any  local  areas.  Local  hospitals 
and  nursing  homes  tended  to  have  some  financial  advantage  in  that  most  offered  at 
least  limited  fringe  benefits  such  as  participation  in  a  group  health  insurance  plan. 

The  reason  why  $4.50  per  hour  works  reasonably  well  to  attract  and  retain  a 
pool  of  personal  care  aides  lies  in  the  unique  nature  of  the  personal  care  services. 
The  is  provided  in  the  home  on  a  one-to-one  basis  for  sufficient  periods  of  time 
and  frequency  to  provide  enormous  job  satisfaction.  Also,  the  hours  are  normally 
during  the  weekday  mornings  and  the  work  can  be  part-time.  As  one  aide  put  it, 
"Where  else  can  I  work  good  hours,  make  better  than  minimum  wage,  be  proud  of 
what  I  do,  and  not  have  to  do  shift  work  at  the  hospital  or  some  nursing  home?" 
This  reality,  coupled  with  provider  hiring  preferences  for  maturity  and  reliability,  is 
the  reason  why  Virginia  has  very  low  turnover  in  the  provider  personal  care  aide 
workforce.  Low  turnover  is  a  significant  factor  in  patient  continuity  and  quality  of 
care. 
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(e)     Who  Are  The  Recipients  Of  Personal  Care  Services? 

Out  of  a  random  sample  of  50  patients  taken  in  mid-1987,  only  17  were  still  in 
the  waiver  program  by  the  time  of  the  survey  in  early  1988.  Most  of  the  others 
were  deceased.  A  few  had  left  the  program  due  to  lack  of  eligibility  or  to  enter  a 
nursing  home.  Exhibit  9  provides  an  overview  of  selected  patient  characteristics  in 
terms  of  age,  sex,  primary  caregiver  in  the  home,  most  helpful  personal  care 
service,  major  health  problem,  second  most  important  health  problem,  and  expressed 
satisfaction  with  the  program.  All  of  our  interviews  took  place  in  the  home,  often 
in  the  presence  of  the  informal  caregiver.  When  patients  could  not  reasonably 
respond  to  our  questions,  we  relied  on  the  informal  caregiver  to  provide 
information. 

Exhibit  9  indicates  that  Virginia's  personal  care  waiver  patients  are  very  old, 
typically  female,  and  with  only  a  single  exception  are  being  cared  for  by  a  family 
or  other  informal  caregiver  living  either  in  the  home  or  very  close  by.  Most  of  the 
care  is  provided  by  family  members  and  friends,  as  Virginia's  personal  care  services 
generally  average  25  hours  per  week  up  to  a  maximum  of  35  hours  a  week  (due  to 
cost-effectiveness  constraints).  The  most  valued  personal  care  service  is  bathing, 
which  we  also  took  to  mean  to  include  soils  from  incontinence.  An  observation  of 
the  medical  problems  in  the  Exhibit  confirms  that  most  patients  suffer  from  multiple 
chronic  conditions.  They  typically  have  4  or  more  ADL  deficiencies. 

To  the  case,  patient  satisfaction  with  Virginia's  personal  care  services  was 
found  to  be  very  high.  This  includes  the  views  of  informal  caregivers  present 
during  the  interviews  as  well.  The  patients  with  an  asterisk  are  disability  rather 
than  elderly  patients. 
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EXHIBIT  9 

SELECTED  CHARACTERISTICS  OF  PERSONAL  CARE  PATIENTS 


Most 

Primary  Helpful 


Patient 

Age 

Sex 

Caregiver  Service 

Problem(l) 

Problem(2)  Satisfaction 

001 

30* 

M 

Mother 

Morn  Up 

Quad  Amput. 

Wheelchair 

Medium 

002 

94 

F 

Daughter 

Bathing 

Alzheimer 

Bedbound 

High 

003 

87 

F 

Husband 

Cleaning 

Stroke 

Bedbound 

High 

004 

90 

F 

Daughter 

Bathing 

Stroke 

Blind 

High 

005 

88 

F 

Niece 

Bathing 

High  BP 

Heart  Disease 

High 

006 

90 

F 

Daughter 

Toilet 

Diabetes 

Heart  Disease 

High 

007 

NA 

F 

Daughter 

Bathing 

NA 

NA 

High 

008 

85 

F 

Daughter 

Bathing 

Heart  Disease 

Frail 

High 

009 

NA 

F 

Sister 

Meals 

Poor  Sight 

Depression 

High 

010 

NA 

F 

Daughter 

Exercise 

Stroke 

Hearing 

High 

Oil 

82 

F 

Daughter 

Bathing 

Wheelchair 

Depression 

High 

012 

81 

F 

Live-In 

Bathing 

Stroke 

Diabetes 

High 

013 

96 

F 

Daughter 

Bathing 

Alzheimer 

High  BP 

High 

014 

21* 

F 

Mother 

Play 

Cerebral  Palsy 

Retarded 

High 

015 

87 

F 

Daughter 

Shopping 

High  BP 

High  Sodium 

High 

016 

75 

M 

Son 

Bathing 

Parkinson's 

Frail 

High 

017 

43* 

F 

None 

Shopping 

Blind 

Diabetes 

High 

*  Basis  of  eligibility  is  disability  rather  than  elderly 
NA  -  Information  not  available 


(f)     How  Does  The  Quality  Of  Personal  Care  Services  At  Home  Differ  From  Care  In 
A  Nursing  Home? 

This  study  offers  several  important  insights  into  this  question.  The  most 
important  benefit  of  personal  care  is  that  it  enables  an  individual  to  remain  at 
home.  Remaining  at  home  means  retaining  the  freedom  to  eat,  sleep,  dress  and 
move  about  at  will.  It  also  means  remaining  close  to  what  is  familiar  and  dear.  It 
means  that  some  degree  of  privacy,  dignity  and  self-sufficiency  can  be  maintained. 
Remaining  at  home  means  that  the  patient  (and  often  spouse)  does  not  have  to 
"spenddown"  or  endure  a  self-impoverishment  process  to  remain  in  their  own  homes 
as  is  the  case  for  nursing  home  patients.  Finally,  remaining  at  home  means  that 
one  can  continue  to  be  part  of  a  family  or  maintain  a  close  friendship  with  a  non- 
relative  primary  caregiver.  Thus,  remaining  at  home  is  the  first  and  greatest 
benefit  of  personal  care  over  a  nursing  home  environment. 
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The  second  most  important  benefit  of  home  care  is  the  daily  personal  attention 
given  by  the  home  care  aide.  On  our  interviews,  we  observed  a  special  bonding 
friendship  between  patients  and  their  aides.  This  caring  relationship  gives  patients 
confidence  that  someone  really  cares  and  often  motivates  them  to  achieve  "little 
goals,"  such  as  greater  independence  in  ambulation,  toileting,  dressing  and 
participating  in  daily  events.  Prior  research  studies  like  the  National  Channeling 
Demonstration  have  generally  concluded  that  home  care  has  no  positive  impact  on 
dependency  level  and  patient  ADL  functioning.  These  research  efforts  had  to  rely 
on  rather  impersonal  means  to  measure  improvements  in  patient  functioning  and 
failed  to  do  so.  Our  interviews  have  convinced  us  that  positive  changes  do  occur 
but  they  are  often  too  subtle  to  be  picked  up  in  secondary  data  or  quick  patient 
follow-up  observations. 

A  final  observation  about  the  quality  of  Virginia's  Medicaid  personal  care 
program  is  that  the  services  are  effective  in  preventing  or  delaying  nursing  home 
admissions.  That  is,  once  recipients  are  in  the  program,  very  few  enter  a  nursing 
home  within  the  following  18  months.  This  observation  comes  from  the  nurses 
interviewed.  The  nurses  reported  that  most  of  the  patients  who  leave  the  program 
do  so  due  to  death  rather  than  a  breakdown  in  family  support  and  nursing  home 
entry. 

(g)     Are  State  Structural  And  Process  Program  Standards  Sufficient  To  Assure 
Quality  Patient  Care? 

Yes.  In  our  opinion,  the  centerpiece  of  the  Virginia  personal  care  waiver 
program  is  quality  assurance.  These  components  are:  a)  preadmission  screening,  b) 
admission  certification,  (c)  the  monthly  home  visit,  and  d)  utilization  review. 
Preadmission  screening  was  discussed  earlier.  We  found  that  the  screens  were  at 
least  60  percent  accurate  in  terms  of  targeting  nursing  home  bound  patients.  The 
accuracy  of  the  patient  assessments  was  found  to  be  reasonably  good  and  a  second 
opinion  was  provided  by  the  provider  agency  as  part  of  their  initial  home  visit. 
Our  survey  found  that  the  monthly  home  visit  by  a  provider  registered  nurse 
supervisor  was  taken  very  seriously.  The  monthly  home  visit  is  used  as  a  tool  to 
supervise  the  personal  care  aides,  monitor  the  patient's  condition  and  needs,  and 
observe  the  commitment  and  satisfaction  of  both  patients  and  their  primary  informal 
caregivers. 
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The  admission  certification  process  assures  the  Commonwealth's  Medicaid 
agency  home  and  community-based  care  staff  that  the  provider  agency  has 
completed  their  own  plan  of  care,  and  has  forwarded  all  paperwork  (including  the 
package  from  the  screening  committee)  to  the  Department  of  Medical  Assistance 
Services  for  review  and  enrollment.  Without  the  review  and  enrollment,  the 
provider  cannot  be  paid  for  any  services  rendered.  The  package  is  reviewed  by 
DMAS  to  ensure  that  Virginia's  nursing  home  level-of-care  criteria  are  met  and  the 
plan  of  care  is  appropriate  and  cost-effective.  A  record  of  each  patient's 
assessment  and  plan  of  care  is  entered  onto  and  stored  in  a  data  system  that  is 
used  to  monitor  the  program  statewide.  This  admission  certification  component  is 
an  important  oversight  checkpoint  to  prevent  a  problem  before  it  starts. 

The  fourth  and  most  significant  component  of  Virginia's  quality  assurance 
model  is  utilization  review.  Every  provider  we  visited  during  the  survey  felt  that 
the  DMAS  utilization  review  process  and  the  staff  utilization  review  analysts  (URAs) 
were  very  tough  but  necessary  to  "keep  them  on  their  toes."  All  18  URAs  are 
DMAS  employees  and  are  assigned  to  oversee  providers  in  specific  subareas  of  the 
Commonwealth.  The  DMAS  Central  Medicaid  Office  in  Richmond  employs  a  UR 
process  that  works  as  follows: 


1.  Patient  Record  Review 

The  URA  reviews  each  patient's  record  in  the  provider  agency  every  six 
months  or  sooner  if  a  special  review  is  indicated.  Special  reviews  are 
required  to  alter  personal  care  aide  hours  specified  by  the  plan  of  care, 
or  to  terminate  services.  The  six  month  record  review  is  done  at  the 
provider's  location.  The  record  review  consists  of  evaluating  the 
appropriateness  of  the  plan  of  care,  verification  that  the  monthly 
nursing  visits  are  timely  and  taking  place  with  sufficient  rigor, 
verification  that  the  aide  is  filling  out  the  weekly  log  sheets  and 
following  the  plan  of  care,  verification  that  the  provider  billing  is 
correct,  and  a  general  review  of  the  quality  of  charting  by  both  the 
nurse  and  personal  care  aide.  The  utilization  review  also  includes 
review  and/or  determination  of  whether  the  individual  is  still  at  the 
intermediate  or  skilled  level  of  care  and  whether  individual  cost 
effectiveness  continues  to  be  met. 

2.  Annual  Home  Assessment 


The  URA  completes  a  home  assessment  annually.  The  home  visit 
normally  entails  another  record  review  supplemented  by  the  patient  home 
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visit,  usually  accompanied  by  the  responsible  registered  nurse.  This 
gives  the  URA  an  opportunity  to  observe  firsthand  the  appropriateness 
of  the  plan  of  care,  verify  that  the  patient  continues  to  meet  the 
nursing  home  level  of  care  criteria,  observe  interpersonal  rapport 
between  the  nurse-aide-patient,  verify  that  the  home  is  a  safe  and 
supportive  environment,  and  check  on  patient  and  family  caregiver 
satisfaction. 

This  quality  assurance  process  not  only  works  as  intended,  but  works 
exceptionally  well.  Even  though  the  URA  is  in  a  sense  "checking  up  on  the 
provider"  our  impression  is  that  the  relationship  is  not  at  all  conflicting,  rather  it's 
collaborative.  For  the  most  part,  provider  registered  nurses  had  a  the  highest 
regard  for  the  competency  and  fairness  of  their  URAs.  This  quality  assurance 
process  is  what  make  Virginia's  waiver  program  distinctive.  This  is  one  Medicaid 
home  and  community-based  care  Section  2176  waiver  program  that  works  according 
to  the  intent  of  the  legislation,  both  from  a  cost  and  quality  of  care  viewpoint. 
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APPENDIX  A 


INTERVIEW  GUIDES  FOR  PROGRAM  DIRECTORS, 
NURSE  SUPERVISORS,  AIDES  AND  PATIENTS 


CASE  STUDY  OF  VIRGINIA'S  PERSONAL  CARE  WAIVER  PROGRAM 
INTERVIEW  GUIDE  FOR  AGENCY  PROGRAM  DIRECTOR 

Name  and  Title: 

Agency: 

Date: 

1.  DESCRIPTION  OF  THE  AGENCY 

Verify  type  of  ownership  (proprietary,  non-profit,  hospital-based) 

What  accreditations  or  certifications  are  held?  

What  is  the  range  and  average  travel  distance  to  reach  PC  client  homes?  

How  many  Medicaid  PC  clients  were  served  by  the  agency  in  the  last  year?  

2.  PERSONNEL 
STAFFING 

Number  of  PC  Total  hours       PC  Hrs.  Hourly  wage  Fringe 

RN  supervisors         per  month         per  month         scale  (min-max)  Benefits 


Other  forms  of  compensation?  (bonus,  other)  

Number  of  PC  Total  hours       Hourly  wage  Fringe  Benefits 

aides  per  month        scale  (min-max)  (avg.) 


Other  forms  of  compensation?  (bonus,  other)  

Does  the  agency  use  any  special  programs  that  assist  in  motivating  and  retaining  PC 
aides?  If  so,  describe. 


What  other  staff  in  the  agency  support  the  Medicaid  PC  program  in  addition  to  the 
RN  nurse  supervisors  and  PC  aides?  What  do  they  do? 

a)  administrative  (hiring/training)  

b)  clerical  (scheduling  of  aides,  billing)  \  

c)  social  work  (follow-up  on  problem  cases)  

d)  other  .  


Turnover  rates 
(last  12  months) 


People  /  positions 


Avg  months  employed 
(since  hire  date) 


PC  Aides   / 


RN  Supervisors    / 


Absenteeism  rates  Avg  Hours  Absent  /  Avg  Hours  Scheduled 

(last  12  months)  (Per  Month)  (Per  Month)  Percent 

PC  Aides    /   (  ) 

RN  Supervisors    /  _____  (  ) 


AIDE  RECRUITMENT  ISSUES 

Job  market  for  PC  aides 

What  kinds  of  people  are  good  candidates  for  PC  aides? 

age  

sex  

experience  

personality 

other  

Who  are  other  employers  who  compete  for  same  people? 

other  home  health  agencies  

nursing  homes  

fast  food  stores  

other  

What  wages/other  compensation/incentives  do  competing  employers  offer? 

wages  ,  

other  compensation  

other  incentives 


What  is  your  recruitment  strategy?  Why? 

ads  in  newspaper    

word  of  mouth  

other   


Selected  Personal  Characteristics  of  Agency  PC  Aides 


a)     age  range  and  average   b)     percent  female 

c)  avg.  years  grade  school  ,  avg.  years  college  

d)  min/max  and  average  years  of  relevant  work  experience  


Score  (scale  of  1-10  )  each  of  the  following  factors  as  important  determinants  to 
successful  PC  aide  performance: 

a)  age  (_____),    b)  sex  (  ),    c)  yrs.  school  (  ),    d)  education  (  ), 

e)  attitude  (_____),  f )  handicapping  conditions,  e.g.,  (  ) 

g)  other,  specify  (  ) 

How  do  you  verify  employment  applications?  (y*yes,  n=no) 

a)  how  far  back  do  you  go?   yrs. 

b)  do  you  ask  about  wages  .competency  .reliability  ,  period  of 

employ  ,  why  person  left  ? 

c)  police  record  check  ______ 

d)  credit  check  

e)  require  physical  exam  

f)  check  personal  references  

g)  other   

What  percent  of  applicants  for  specific  PC  openings  are  hired?  %. 

3.  POLICIES  AND  PROCEDURES 

Are  job  descriptions  for  RN  supervisors  and  PC  aides  available?  (if  available,  obtain 
copies) 

What  is  the  minimal  education  and  experience  required  for  a  PC  RN  supervisor? 

a)  education  

b)  experience  ,  

c)  other  

Do  most  of  your  current  PC  supervisors  exceed  these  minimums?   yes,   no 

How  would  you  rate  the  minimum  PC  aide  certification  training  requirements  required 
by  Virginia  Medicaid? 

a)  excellent  

b)  good  _  

c)  fair  ,  

d)  poor  

Why? 


Does  the  agency  provide  any  additional  orientation/training  for  new  PC  aides?  If  so, 
Please  describe. 


Describe  any  PC  services  quality  assurance  activities  the  agency  conducts  in  addition 
to  what  the  State  already  requires? 


What  sort  of  PC  client  complaint  mechanisms  are  in  place?  How  many  complaints  last 
year?  Typical  complaints? 


a)  complaint  mechanism 

b)  complaints  per  year  _ 

c)  typical  complaints  


4.  GENERAL  QUESTIONS 

The  Virginia  Medicaid  program  assumes  that  your  PC  RNs  spend  so  many  hours  per 
client  supervising  the  PC  aides  and  so  many  hours  doing  the  monthly  home  visit, 
including  whatever  documentation  that  is  involved.  On  the  average,  do  your  PC  RNs 
spend  additional  time  related  to  Medicaid-funded  PC  services?  If  yes: 

Additional  Activities  Additional  hrs/mo/RN 

a)     

b)     


How  would  you  define  "high"  or  excessive  turnover  and  absenteeism  among  PC  aides? 

a)  turnover  (e.g.,  over  2  aides  per  position  per  year?)  

b)  absenteeism  (e.g.,  over  10%  of  scheduled  hours?)  


If  turnover/absenteeism  is  OVER  the  above  levels,  what  is  the  affect  on  client  quality 
of  care? 

a)  client  continuity  of  care  . 

b)  charting  and  other  documentation  

c)  loss  of  client/family  confidence  and  trust  

d)  other   


To  what  extent  does  the  State  Medicaid  UR  program  for  personal  care  ensure  that  the 
goals  of  the  program  are  being  met? 

a)  Great  extent.  Why?  

b)  Moderate  extent.  Why?  , 

c)  Very  little.  Why?  

How  might  the  State  UR  program  be  improved? 

a)  

b)  

c)  


5.  STRENGTHS  AND  WEAKNESSES  FROM  A  CLIENT  PERSPECTIVE 
STRENGTHS 

a)  Provides  quality  substitution  for  nursing  home  care 

b)  Great  relief  to  family  caregivers 

c)  Client  life  satisfaction  greater  in  non-institutional  setting 

d)  Other  

POTENTIAL  IMPROVEMENTS 

a)  Expand  Medicaid  definition  of  personal  care  services.  How  and  why? 

b)  Liberalize  eligibility  for  waivered  personal  care  services.  How  and  why? 

c)  Allow  more  hours  of  PC  services  per  client,  when  needed. 

d)  Other  

6.  POTENTIAL  IMPROVEMENTS  TO  OVERALL  PROGRAM 

a)  Higher  reimbursement.  For  what  costs  and  why? 

b)  More  stringent  PC  aide  training  requirements. 

c)  Reduce  demands  of  UR  system.  Which  ones  and  why? 

d)  Streamline  billing  system.  What  is  wrong? 

e)  Expand  definition  of  personal  care  services.  How  and  why? 

f)  Liberalize  eligibility  for  personal  care  waiver  services.  How  and  why? 

g)  Improve  State  Preadmission  Screening  Program.  How  and  why? 

h)  Other?  


CASE  STUDY  OF  VIRGINIA'S  PERSONAL  CARE  WAIVER  PROGRAM 
INTERVIEW  GUIDE  FOR  RN  SUPERVISOR 


Name: 

Agency: 

Date: 


1.  EDUCATION  AND  BACKGROUND 


Formal  education  (circle  one  that  applies) 


a)  Masters  degree 

b)  Bachelors 

c)  Associates 

d)  Diploma 

Training/work  experience 

a)  Years  of  work  related  experience  _____  (define  work  related  ) 

b)  Years  with  current  agency  

c)  Special  geriatric  training  

d)  Other  


2.  JOB  RELATED  ACTIVITIES 

Total  hours  worked  per  month  ,    PC  supervisor  hours 


What  are  the  specific  duties  of  PC  nurse  supervisor?  Estimated  percent  of  PC  hours 
per  month? 


a)  Conduct  initial  patient  assessment  visits  % 

b)  Conduct  monthly  patient  home  visits  % 

c)  Recruit  and  train  PC  aides  % 

d)  Supervise  PC  aides  % 

e)  Proper  documentation  of  patient  files  (PC  service  vs.  plan  of  care,  nursing 
and  PC  notes)  % 

f)  Preparation  for  and  participation  in  State  PC  UR  activities  % 

g)  Travel  to  and  from  patient  homes,  etc.  % 

h)  Discussing  case  with  family  and  other  caregivers  % 

i)  Other  % 


Number  of  PC  aides  supervised  per  month  Hours  spent  in  supervision  /mo. 

Number  of  PC  clients  per  month   (in  RN  supervisor's  charge) 


Are  State  monthly  PC  program  workload  standards  of  no  more  than  10  aides 
supervised  per  RN  appropriate  to  safeguard  quality  of  care?  (no  more  than  400  patient 
care  hours  supervised  per  RN  per  week) 


a)  Not  aware  of  standard.  

b)  If  yes,  is  standard  appropriate?  (Why?)  

c)  If  no,  why  not?  

When  clients  are  first  referred  to  the  agency,  are  PAS  teams  generally  accurate  in 
their  perceptions  of  client  social  support,  ADL  functioning  status,  and  PC  needs?  Yes 
 .  If  not,  where  are  shortcomings? 

a)  Social  supports  (strength  and  availability)  

b)  Other  agencies  providing  support  in  the  home  

c)  Client  ADL  assessment  

d)  PC  needs  

e)  Other  

How  often  do  you  request  additional  hours  of  care  for  patients?  %  cases/yr. 

What  are  the  typical  reasons  for  requesting  additional  hours? 

a)  Change  in  patient  condition 

b)  Change  in  patient  social  support/environment 

c)  Other  

How  often  is  your  request  granted  by  the  State? 

a)   percent  of  cases  over  last  year 

b)  Why?  .  

What  does  RN  do  on  a  typical  monthly  (every  30  days)  client  visit? 

Activities  Minutes 

a)  Visit  preparation    

b)  Client  observation    

c)  Confer  with  and  train  aides  

d)  Talk  with  patient  caregiver   

e)  Review  aide  daily  logs    

f)  Other      


How  does  RN  rate  (high,  medium,  low)  the  aides  in  her  charge  in  terms  of  their 

ability  to  deliver  good  quality  care?  Why? 

a)  Education  and  training  (  )  

b)  Experience  (  )  

c)  Performance  (implement  care  plan)  (  )  

d)  Reliability  (  )  

e)  "Caring"  Factor  (  )  

f)  Other  (  )  


The  Virginia  Medicaid  program  assumes  that  PC  RNs  spend  so  many  hours  per  client 
supervising  the  PC  aides  and  so  many  hours  doing  the  monthly  home  visit,  including 
whatever  documentation  that  is  involved.  On  the  average,  do  you  spend  additional 
time  related  to  Medicaid-funded  PC  services?  If  yes: 


Additional  Activities  Additional  hrs/mo 

a)     

b)     

c)     


How  would  you  define  "high"  or  excessive  turnover  and  absenteeism  among  PC  aides? 
a)     turnover  (e.g.,  over  2  aides  per  position  per  year?)  


b)     absenteeism  (e.g.,  over  10%  of  scheduled  hours?) 


If  turnover/absenteeism  is  OVER  the  above  levels,  what  is  the  affect  on  client  quality 
of  care? 

a)  client  continuity  of  care   

b)  charting  and  other  documentation  "   

c)  loss  of  client/family  confidence  and  trust  

d)  other  . 


To  what  extent  does  the  State  Medicaid  UR  program  for  personal  care  ensure  that  the 
goals  of  the  program  are  being  met? 

a)  Great  extent.  Why?  m 

b)  Moderate  extent.  Why?  

c)  Very  little.  Why?  _  

How  might  the  State  Medicaid  UR  program  be  improved? 

a)  

b)  

c)  .  .  

d)  :  

3.  JOB  SATISFACTION 
Like  Most 

a)  Caring  for  patients  

b)  Watching  aides  grow  professionally  

c)  Other  

Like  Least  (Why?) 

a)  Financial  Rewards  

b)  Documentation  Requirements  

c)  Supervising  PC  aides  

d)  Other  

4.  STRENGTHS  AND  WEAKNESSES  FROM  A  CLIENT  PERSPECTIVE 

STRENGTHS 

a)  Provides  quality  substitution  for  nursing  home  care 

b)  Great  relief  to  family  caregivers 

c)  Client  life  satisfaction  greater  in  non-institutional  setting 


POTENTIAL  IMPROVEMENTS 

a)  Expand  Medicaid  definition  of  personal  care  services 

b)  Liberalize  eligibility  for  waivered  personal  care  services 

c)  Allow  more  hours  of  PC  services  per  client,  when  needed 

d)  Other  

e)  Other  

5.      POTENTIAL  IMPROVEMENTS  TO  OVERALL  PROGRAM 

a)  Higher  reimbursement.  For  what  costs  and  why? 

b)  More  stringent  PC  aide  training  requirements. 

c)  Reduce  demands  of  UR  system.  Which  ones  and  why? 

d)  Streamline  billing  system.  What  is  wrong? 

e)  Expand  definition  of  personal  care  services.  How  and  why? 

f)  Liberalize  eligibility  for  personal  care  waiver  services.  How  and  why? 

e)  Improve  State  Preadmission  Screening  Program.  How  and  why? 

f )  Other?  

Do  you  plan  to  continue  in  your  present  job?  If  not,  why? 

a)  Pay  

b)  Do  not  like  the  work  

c)  Do  not  like  agency  

d)  Hours/work  schedule  

c)  Other   


CASE  STUDY  OF  VIRGINIA'S  PERSONAL  CARE  WAIVER  PROGRAM 
INTERVIEW  GUIDE  FOR  PC  AIDES 

Name: 

Agency: 

Date: 

1.  BACKGROUND  AND  TRAINING 

Age   ,     Sex  ,       Years  of  grade  school  ,  Years  of  college  

Work  history  

Length  of  time  as  PC  aide   With  this  agency  

What  attracted  you  to  this  kind  of  work? 

a)  

b)   ;  

Where  did  you  get  your  certificate  training?  

Was  there  any  part  of  the  certificate  training  that  should  have  been  expanded  or  done 
in  more  detail  so  that  you  would  have  been  better  prepared  to  do  your  work?  If  so, 
what  other  training  would  you  have  liked? 

a)  Training  was  adequate. 

b)  

O     .  ,  

2.  JOB  RELATED  ACTIVITIES 

How  many  hours  do  you  work  per  week?   hours  per  week 

If  part-time,  how  many  hours  are  worked  at  other  jobs?  hours  per  week 

What  is  your  PC  patient  schedule  for  typical  week.  (LIST  BELOW) 

Client  Name  Mon  Tuc  Wed  Thu  Fri    Sat    Sun  Week 

1. 
2. 
3. 
4. 
5. 

Totals  (Hours) 


Has  your  RN  supervisor  explained  the  plan  of  care  for  each  patient? 


a)  yes 

b)  no 

c)  If  yes,  do  you  have  a  copy? 


Is  the  weekly  log  sheet  kept  in  the  patient's  home? 


.yes, 


no.   If  no,  where  is 


it  kept? 


What  do  you  and  your  RN  supervisor  usually  talk  about  during  her  monthly  patient 
visit? 

a)  Patient  condition  and  needs  

b)  Changes  in  the  plan  of  care  

c)  Notes  made  on  weekly  log  sheets  

d)  Family/home  environment  


Other  than  monthly  home  visits,  how  often  do  you  talk  with  your  RN  supervisor  about 
your  clients  and  how  they  are  doing? 

a)  once  a  week 

b)  once  every  two  weeks 

c)  once  a  month 

d)  less  than  once  a  month  ; 
What  do  you  usually  talk  about? 

a)  Patient  conditions  and  needs  

b)  Situations  with  patient's  family  or  friends  

c)  Conditions  in  the  home  . 


Do  you  feel  that  your  RN  supervisor  is  eager  to  spend  as  much  of  her  time  as  she 
can  spare  to  help  YOU  take  GOOD  care  of  your  clients? 


e) 


Other 


d) 


Other 


a)  Yes 

b)  No,  because 


If  your  RN  supervisor  could  spend  more  time  with  you,  how  would  you  like  to  spend 
that  time? 

a)  

b)  

3.  JOB  SATISFACTION 

What  do  you  like  most  and  least  about  taking  care  of  the  elderly  and  disabled? 
Most 

a)  Makes  me  feel  good  

b)  Helps  whole  patient  family  

c)  Other  

Least 

a)  Dirty  work  

b)  Frustrating  

c)  Interference  from  family  and  friends  

d)  Other  

In  general,  how  do  you  like  your  job? 

a)  Very  much,  due  to  satisfaction  with  caring  for  frail  elderly/disabled 

b)  Not  much,  but  convenient  because  its  part-time 

c)  Other  

Do  you  plan  to  continue  in  your  present  job?  If  not,  why? 

a)  Yes 

b)  Pay  

c)  Do  not  like  the  work  

d)  Do  not  like  agency  

c)  Hours/work  schedule  

f)  Other  


CASE  STUDY  OF  VIRGINIA'S  PERSONAL  CARE  WAIVER  PROGRAM 
INTERVIEW  GUIDE  FOR  CLIENT/INFORMAL  CAREGIVER 


Client  Name: 
Provider  Agency: 
Date: 

NOTE:  MAY  NEED  ASSISTANCE  FROM  PC  AIDE  OR  INFORMAL 
CAREGIVER  WHO  MAY  BE  PRESENT 

1.  Confirm    client    living    arrangement?    alone,    spouse,   

relative,  friend. 

2.  Besides  (name  of  PC  .  aide),  do  you  have  anyone  else  that  comes 
around  to  help  out?  (circle  caregivers  that  apply  and  try  to  get 
related  other  information)  <PROMPT  WHERE  APPROPRIATE> 

Caregivers  How  Often?  How  do  they  help? 

(Times  per  week)  (see  note) 


a) 

spouse 

b) 

family 

c) 

friends 

d) 

other 

c) 

other 

Note:  "How  do  they  help"?  coded  as  ADL  support,  companionship, 
transportation,  grocery  shopping,  physical  therapy,  public  health 
nurse,  meal  preparation,  home  health  care  nurse/aide,  etc.  May 
need  help  from  PC  aide  and/or  any  caregiver  present. 

3.      How  often  does  (use  aide's  name)  come  late? 

a)  almost  never 

b)  occaisonaly  (couple  times  a  month) 

c)  more  often  


4.  What  do  you  do  if  your  PC  helper  does  not  show  up?  (circle) 

a)  Call  using  phone  number  given  by  the  agency  (go  to  b) 

b)  What  usually  happens?  

c)  Other  

d)  Do  not  know 

5.  Do  you  feel  that  more  help  is  needed?  If  so,  doing  what? 

a)  Do  not  need  more  help 

b)  More  time  of  the  PC  aide  to  

c)  Other  

d)  Other  

6.  What  does  (name  of  PC  aide)  do  that  is  the  most  helpful  to  you? 

a)  MOST  helpful  

b)  SECOND  MOST  helpful  

7.  Are    you    (client    and/or    caregiver)    happy    with    the    help    being  given 
by  (PC  aide's  name)?  If  not,  why?  (NOTE:  who  answered?) 

a)  very  happy 

b)  all  right  

c(     not  happy  

8.  If     you     were     not     happy     with     something,     do     you     feel     free  to 
complain? 

a)  If  yes,  who  would  you  complain  to?  

b)  If  no,  why  do  you  feel  that  way?  


9.  Is  there  anything  else  that  you  could  tell  me  about  your  PC  help 
that  would  help  me  understand  better  and  maybe  suggest 
improvements? 


APPENDIX  B 


VIRGINIA  FORMS  FOR  SCREENING  ASSESSMENT 
AND  PLANS  OF  CARE 
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LESS  "«»N  WEEKLY 

OSTOMY- SELF 

CARE  ; 
INCONTINENT  ;  B' 
WEEKLY  On  "C  IE  I 
OSTOMY  •  NOT 

SELF  CARE*  0 

rvpt  o«  OSTOMY  / 
OTNfB  / 
«»0»UM  »  / 


*CTrvrr*S  00  Qa«.y  LfVWO  iAO«j 

BLADDER 
FUNCTION 


BATE 
CONTINENT  0 

INCONTINENT  t 

LESS  THAN  WKLY 
EXTERNAL  DEVICE 

SELF  CARE  2 
INDWELLING  CATHETER 

SELF  CARE  3 
OSTOMY 

SELF  CARE  4 
INCONTINENT  9  0 

WEEKLY  OR  MORE 
EXTERNAL  DEVICE 

NOT  SELF  CARE  t  0 

INDWELLING  CATHETER 
NOT  SELF  CARE  7  0 

OSTOMY 
NOT  SELF  CARE  t  0 


TfPt  O*  OSTOMY 
OTHCM  MOfclU 


EATING/FEEDING 

WITHOUT  HELP  o 
MH  ONLY  i 
HH  ONLY  2  I 


MH  ANO  HM : 

SPOON  FED  4 

SYRINGE  OR 
TUBE  FED  5 

FED  BY  IV 
OR  CLYSlS  « 

DESCRIBE 
HELP 


0 
0 
0 
00 


BEHAVIOR  PATTERN 

APPROPRIATE  o 


wanOERin&paSSivE 

LESS  THAN  WEEKLY  1  I 
WANOEfllNG'PASSlVE 

WEEKLY  OP  MOPE  2  4 
ABUSIVE/  AGGRESSIVE/ 

OiSPUPTivE- 

LES3  THAN  WEEKLY  JO 
ABUSIVE/ AGGRESSIVE/ 

OlSPUPTivE- 

YVCtKLY  OR  MOPE  4  00 

COMATOSE  5 


TYPE  OF 

INAPPROPRIATE 
BEHAVIOR 


ORIENTATION 

ORIENTED  1 

DISORIENTED  •  SOMEi 
SPHERES  SOME  TIME  o 

disoriented  •  some: 
spheres  all  time  4 

OlSORiENTED  ■  ALL  J  0 
SPHERES  SOME  TIME 

DISORIENTED  •  ALL'  _ 
SPHERES  ALL  TIME  0 

COMATOSE  s 


SPHERES 
AFFECTEO 


MOBILITY  LEVEL 

GOES  OUTSIDE  °*T* 

WITHOUT  HELPo 
GOES  OUTSIDE 

MH  ONLY  <  4 
GOES  OUTSlOE 

HH  ONLY  2  0 
GOES  OUTSlOE 

MH  ANO  HH  1  0 
CONFINED 

MOVES  ABOUT  4  0 
CONFINE0-0OES  J 

NOT  MOVE  ABOUT  0 


0C3C*«E 
HELP 


WALKING 

WITHOUT  HELP  0 
MH  ONLY i 
HH  ONLY  J 

MH  ANO  HH  3 
DOES  NOT  WALK  4 


DESCRIBE 
HELP 


WHEELING 

DOES  NOT  WHEEL- 
MOVES  ABOUT  o 

WITHOUT  HELP  i 

MH  ONLY  2 

HH  ONLY  J 

MH  ANO  HH  4 

IS  WHEELED  i 

IS  NOT  WHEELED* 


DESCRSE 
HELP 


STAIRCLJMBING 

WITHOUT  HELP  0 
MH  ONLY 
HH  ONLY  2 
MH  ANO  MM  3 

DOES  not  Climb* 

DESCRIBE  / 
HELP  / 


LONG-TERM  CARE  INFORMATION  SYSTEM SM 

'       Lm>Ttra  Ctn  If— I  Trv*M|  Cm  «l  I  m  IM  an  <vl  I  r  IOBI 


VERBALLY  - 
OTHER  LANGUAGE 

NONVERBAlly : 

OOES  NOT 
Communicate  ; 

OTta£"  LANGUAGE 

NO*vE"SAL  / 

COmaajnCato*  / 


COMMUNICATION  OF  NEEDS 

VERB  ally -ENGLISH  : 


/ 


FORMAT  A  ".NO  E 


/ 


SERVICES  CURRENTLY  RECEIVED 


AtMOCATK) 


nai  ■  i  on 

>/  KJMI  SR 


THERAPIES 

OMI 

INHALATION  t 

OCCUPATIONAL  < 
PHYSICAL  i 


SPEECH  i 

REALITY/ 
REACTIVATION  i 


SPtCIFV  PfttOUIMCV 


sooal  service  < 


Oti  en  ■ 


MEDICATIONS 


omm  services/social  contacts 


RECREATION/ 

activities  i 

RELIGIOUS 
SERVICES  i 

VISITORS  i 
OTHER  i 


NUTRmON 


OlST-SPEClFYo 

FOOO/FLUIO  1/ 
INTAKE-NO  PROS. 
PROBLEM-  i 

SPECIFY 
SUPPLEMENTAL  ' 

NOURISHMENTS 

0  J[ 

DINING  LOCATION 


SPECIAL  NURSING  PROCEDURES 


snort  vim  tmt*  «mia*u 
nn.  mo  wwustcv  or  treatmeut 


DECUBITUS  CARE 
SITElS)  i  J 

ORESSlNG(S)0' 
SITE(S)  -  i 

EYE  CARE-  • 
SPECIFY 

OXVGEN  «n—  i  4 
TYPE 

RESTORATIVE 
NURSING 

BOWEL'  BLAOOtn' 

TWAINIWG  ' 
■OM  EXf  ROSES 

SITES  '  * 

RESTRAINTS-SITES 
OF  APPLICATION  t 

TEACHING 
OSTOMY  CARE- 
TYPE  i  • 

14 

SELF  INJECTION 
OTHER i 


OTHER  SPECIAL 
NURSING  i 


ANALGESICS/ 
NARCOTICS 


ANTACOS 


AMTWOTICSJ 
ANTI-MPECTIVfS 


ANTICOAGULANTS 


ANTTHYPER- 


BOWEL 
REGULATORS 


CAROUC 
REGULATORS 


DIURETICS/ 
ELECTROLYTES 


INSULIN/ 

HYPOGLYCEMICS 


SEDATIVES/ 
BARBITURATES 


TRANQUllZERS/ 
ANTIDEPRES- 
SANTS 


J 


VASODILATORS 


Vf?  AMINS/tRON 


OTHER 


SPECIFY  SAO  MEOtCATiQN  iV  CATIOOPY  'NCL^M  OCSE 
MOUTE  OP  AOMINlSTHATtQN  I  7  fMOUiNCY  <  -  *N0  TlMg 
OF  CAST  OOSI 


MEDICATION  ADMINISTRATION 


PROFESSIONAL  VISITS   ,  v>«c^  faeoueky  of  visits 


ATTENDING  MO/OO 
OTHER  MO/OO 
AUOO.OOIST 
DENTIST  f 

OPHTHALMOLOGIST/ 

OPTOMETRIST 
POO«ATRlST 
HOME  HEALTH 


NO  WDlCAriONSO 

SEL<=  «0M  YONiTOHfO 

LESS  fMAN  *tEKLT  ! 

6t  LAY  OtRSONS 
MONifOWD  LESS 
THAN  »»Et«L»  2 

BV  LiCENSEO'^NOf  NU«SE 

anO'OH  MONiroaeo 

tVEEKLT  OA  M0*E  ]  * 


BV  MOFESSiONAi 
NUSSE * 


LONG-TERM  CARE  INFORMATION  SYSTEM  sm 

•'tis  ma-Tars  Cm  M  n  Tnuamj  Cm  <iim  Una.  am  Tan.  IT  ihi 


FORMAT  A  AND 


TRANSLATION  TO  SERVICE  NEEDS 


£  3Sw  wf  tSsmr^aSammt  ««.•.«  n  « rm  cowutsd  >na^mmum<nm  m  the 
mm  gaums  hum  oan  tw  lament)  «dtt  to  im>  matches  item  unoe*  twot»  assemawrt  

1    SfflW iSlSlHBBPAWi^W IB35l01^»nOW  WTTH  THAT  W ORRWTATIOR AHO Q«C*  THE  COWCSKWMt  SERVICE  At 
*  TX8  AMORS  ITATVt  •  'T*  FOR  ■HAMOft  AM  QRMJITATIOR.  *)  SERVICE  •  CHECKED  At  RfUD 

✓  n  man  *  chm 

imti 


mm 


QUI 


-  m  unawa  cbmumahow 


i  SCMCI 


MKT  At. 


som  or  m  owotua  to* - 
mtmmntvm 


••WW 


mmymmmmm 


MflMMO 
.08  UM  AM 
DBtAMJTAnOH 

rot  computed 


MTWSAl  TWMff 


■SUM  UM8  S 

wtiauTAnoa  hot  computed 


«6TA«UTV  UNCORRECTED  OR  iBMSMuTV  t 


10RTTED  MOTtOH  t 


MTM/PGEMM  00 

mm*  caam 


vmwtmuruim 

KM  0*  AU  It  HKHSStOHM.  W«  • 


HUMNM 


•»  ucmcd  on  hwusow.  must  t 


AETWTHJ  V  §MLT  UVM 

AO. 

tATHM» 


1. 1.  OR  ' 


SKAL  PttPAMTW* 


rauTMK  ~  

mcLfwcnoH  on* 

■JUDO  RMCDCM  I.  1  «.  J.  I.  OR  7 

ttnw«gw  AflL 


mNuranuwiT 
uvntMoawo 


IflAVttt  PATTEM 


tori 


AW 


MWHOHRATEOR 
US  THAU  MBKLY 


rasbve 

TOR  MOM 


MJRSHTEO 


is>aaoMeiTED 

)    sow  OR  AU. 


Mausvt/AfiBvsaM 
tsswnvEus 

THAN  HCEN.T 


■  HUSlVt/AflCWOSIVt/       I.  -0MNTCO 

MAn««m       i  o* 

OR  MORE  I  OOOMENTEO 


L  OfBBsTtD 

1  OR 

•  IWOROTP 


OWnONAL  AM  SOCIAL 
TKATMCNT  KRVICtS 


■08KJTT  LCVfL  *,  0 

305S  OumOf  WITH  *t\J  0*  DOES  DOT 

ooourjiM 


SHQfftM 


SfNO  SOVtCE  NOBS 


>TW» 


mts«/ 
wtmii 


FWEIMCES  C  *0*€° 
TOOD  i 


ACTIVITIES/ HOBBIES' 
INTERESTS  2 


OTHER  3 


LONG-TERM  CARE  INFORMATION  SYSTEM  sm 


HAM*  m  K  FE  M  AU  0  ISC  MA  Rfif 

IF  DECEASED 1  CAUSE  OF  DEATH 
MYUCIAR  S  IMMATURE 


H-tCOA  COOE  OATI 


PMMAT  I 


'  PHYSICIAN'S  ORDERS  FOR  CARE 

nam'soR"" 

NUMBER   

%> 

o»t(  of 

OATS  NCXTVlSlT 

1  (    )  CIRTIFY  (    )  RECERTIFY  THAT  (    )  SKILLED'  (    )  INTERMEDIATE  j  NURSING  CARE  (    )  OTHER  PROFESSIONAL^  SERVICES  ARE 
REQUIRED  BY  THE  BENEFICIARY  (    )  ON  AN  IN-PATIENT  BASIS  OR  (    )  ON  AN  INTERMITTENT  BASIS  FOR  A  BENEFICIARY  CONFINED  TO 
THE  HOME.  FOR  CONOITION(S)  ELIGIBLE  FOR  PRESUMED  COVERAGE  AS  DESIGNATED  IN  THE  (    )  MEDICARE'  (    )  MEDICAID: 
REGULATIONS.  THE  ABOVE  PATIENT  IS  UNOER  CARE  AND  AN  ESTABLISHED  PLAN  OF  CARE  WILL  BE  REVIEWED  BY  (  )  ME  OR 
{  )                      at  i  Fast  evenv  uqwtws 

MOONOSI& 

■SNA^ILlTATlQ*  »OV»MTUM.                                                         »W»SICIAN  S  SlGHATUflS                                                                                                     ;„  ,  , 

oats  or 

gwrSCtAWS  SiamaTijOS    Qate  NgiT  visit  

I  (  )  CERTIFY  (  )  RECERTIFY  THAT  (  )  SKILLED' (  )  INTERMEDIATE: NURSING  CARE  (  )  OTHER  PROFESSIONAL! SERVICES  ARE 
REQUIRED  BY  THE  BENEFICIARY  (  )  ON  AN  IN-PATIENT  BASIS  OR  (  )  ON  AN  INTERMITTENT  BASIS  FOR  A  BENEFICIARY  CONFINED  TO 
THE  HOME.  FOR  CONOiTlON(S)  ELIGIBLE  FOR  PRESUMED  COVERAGE  AS  DESIGNATED  IN  THE  (  )  MEDICARE'  (  I  MEDICAID; 
REGULATIONS  THE  ABOVE  PATIENT  IS  UNDER  CARE  AND  AN  ESTABLISHED  PLAN  OF  CARE  WILL  BE  REVIEWED  BY  i  )  ME  OR 
I  )  AT  LEAST  EVERY  MONTHS 

ZOONOSIS 

 "tMAail'f  AtlQH  PQTtNIlAt  OWySlClAIH  S  S'CNATljBt  ,1.11      „        -6TE  „  „  ,    ,„  „ 


OATE  0* 

pmvscams  Signature  oati  next  vS'T  

~  "CERTIFY  i  i  RECERTIFY  That  i  i  SKILLED  i  i  INTERMEDIATE.  NURSING  CARE  i  )  OTHER  PROFESSIONAL;  SERVICES  ARE 
REQUIRED  BY  THE  BENEFICIARY  i  i  ON  AN  IN-PATIENT  BASIS  OR  i  I  ON  AN  INTERMITTENT  BASIS  FOR  A  BENEFICIARY  CONFINED  T0 
THE  HOME  FOR  CONDITIONS)  ELIGIBLE  FOR  PRESUMED  COVERAGE  AS  DESIGNATED  IN  THE  i  :  MEDICARE  '  I  MEDICAID: 
REGULATIONS  THE  ABOVE  PATIENT  IS  UNDER  CARE  AND  AN  ESTABLISHED  PLAN  OF  CARE  WILL  BE  REVIEWED  BY  i  i  ME  QS 

(  I  AT  LEAST  EVERY  MONTHS 

MOCMOSIS 

■t"»8H,'  POTENTIAL  gMYSlCIANS  SiQNATuWt  -**t  


*«»SClA**S  SKjMAToSJ 


DATE 


OA'E  0* 

Ng«T  V:S'T 


I  (  )  CERTIFY  (  )  RECERTIFY  THAT  (  )  SKILLED'  (  )  INTERMEDIATE: NURSING  CARE  i  )  OTHER  PROFESSIONAL!  SERVICES  ARE 
REQUIRED  BY  THE  BENEFICIARY  (  )  ON  AN  IN-PATIENT  BASIS  OR  (  )  ON  AN  INTERMITTENT  BASIS  FOR  A  BENEFICIARY  CONFINED  TO 
THE  HOME.  FOR  CONOlTiON(S)  ELIGIBLE  FOR  PRESUMED  COVERAGE  AS  DESIGNATED  IN  THE  (  )  MEDICARE'  (  )  MEDICAID: 
REGULATIONS  THE  ABOVE  PATIENT  IS  UNDER  CARE  AND  AN  ESTABLISHED  PLAN  OF  CARE  WILL  BE  REVIEWED  BY  i  )  ME  0« 
(  )   AT  LEAST  EVERY   MONTHS 


•■OGNOS'S 

OS«»8ll.lT»TlON  iOTtNli»(. 


•nvjiCians  signature 


ADDITIONAL  COMMENTS/  JUSTIFICATIONS' RECOMMENDATIONS/ DECISIONS 


SOMATOME 
A**^IATtOft 


SiCNA'u«E 
»«C'(.iAr,on 


j  S>G*ATu<»f 
j  »»«.(.iAT<X 


SiGN*'.-aE 
AFtifATiON 
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FORMAT  A  AND 


•—  •»  met 


APPENDIX  B-2 


NURSING  HOME  PRE-ADMISSION  SCREENING  PLAN 


Please  provide  appropriate  answer  by  either  filling  in  the  space  or  putting  the  correct  number 

in  the  box  provided. 


Medicaid  No.: . 


Name:   

Social  Security  No.:  

•  ff  no  Medicaid  number  now.  is  it  anticipated  that  the  individual  will  be  finanaaflv  eligible  within  180  days  of  nursing  home 
admission?  p- t 

fes-1         No  -0        Currentry  Medicaid  eligible  -  8  |_J 

•  Has  individual  formafiv  applied  for  Medicaid?         ¥ts  •  1         No  *  0 


□ 


Dept  of  Social  Services  that  has/will  have  service  responsibility: 


DepL  of  Social  Services  that  has/will  have  eligibility  responsibility. 


□ 


□ 


NURSING  HOME  APPLICATION  

Has  the  individual  made  formal  application  to 
a  nursing  home? 

i-Yes 

0-No 

2  -  Plans  to  apply 

3  *  Is  currently  a  nursing  home  resident. 
MEDICAID  AUTHORIZATION  

1  -  Nursing  Home/Skilled 

2  *  Nursing  Home/Intermediate 

3  3  Personal  Care/Skilled 

4  *  Personal  Care/Intermediate 

5  *  Other  Services  Recommended 

6  ■  None 

PERSONAL  CARE  PROVIDER  AGENCY  OR 
NURSING  HOME  

Name  of  Nursing  Home  (if  known): 


PERSONAL  CARE  OFFERED.  BUT  REFUSED 

This  section  rctfers  only  to  those  individuals 
who  were  offered  personal  care  and  refused.  i— * 
I  *  Patient/Family  not  interested. 


2  »  Could  not  afford  patient  pay 

3  ■  Other;  


8  =  Personal  care  not  offered. 
PERSONAL  CARE  NOT  OFFERED  

This  section  is  to  be  completed  when  Personal  Care  is  not 
offered. 

1  *  Did  not  meet  level  of  care  criteria 

2  *  Appropriate  Plan  of  Care  could  not  be  developed 

3  ■  Plan  of  Care  not  cost  effective 

4  »  No  provider  agency  available 


LENGTH  OF  STAY  (If  approved  for  Nursing  Home) 


□ 


1  ■  Temporary  (expected  to  return  home  in 

less  than  3  months) 

2  »  Temporary  (expected  to  return  home  in 

less  than  6  months) 

3  *  Continuing  (more  than  6  months) 

8  a  Not  approved  for  nursing  home  stay 

SCREENING  IDENTIFICATION/PHYSICIAN'S 
CERTIFICATION 


•  Name  of  hospital  and  provider  number: 


I  I  I  I  I 


•  Name  of  Health  Department  and  provider  number: 


•  Social  Service  Gty/County  Code: 
(put'  O  s"  if  Dept  of  Social  Services 
did  not  participate) 


I  I  I  I  I  I  I  I 

cm 


RN..  Date. 


S.W..  Date. 


M.D..  Date. 


TIME  REQUIRED  FOR  ASSESSMENT: 

•  Total  time  (in  hours)  for  Nursing  Home  Pre- 
admission Screening — Personal  Care  evalua- 
tion nor  done: 

•  Total  time  (in  hours)  for  Nursing  Home  Pre- 
Admission  Screening— Personal  Care  evalua- 
tion done: 

*f  not  applicable.  enteT  8: 

•  *r  <ce  the  Pre-Admisston  Screening  decision, 
has  the  individual  expired? 

1  =  Yes    0  =  No 

'If  "Yes. "  please  provide  date  below: 


m 

m 
□ 
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VLMM  OF  CUBE  FOR  PEHSON&I  OWE  SIWICBS 


Personal  cara  of 
individual 

Number  of  arnts 
aejvkct  needed 
per  weak 

Length  of  tune  re- 
stored for  each 
UEjvsce  (Indicate 
m  S3  nan  unrts) 

Total  tone  re-           Home  manage- 
quired  per  week        ment  or  house- 
keeping  duties 

Number  of  times 
service  is  needed 
per  week 

Length  of  time 
required  for  each 
service  (indicate 
in  IS  mm.  units) 

Total  tuna  re- 
quired per  week 

Mouth  Care 

Meal 
Preparation 

Hak  Care/Shame 

Breakfast 

NatiCan/ 

Lunch 

Ceenaane 

Dinn  if 

Kn  ii 
B«h 

Wash  Dishes 

ShtnCan 

Clean  Kitchen 

undressing 

Make  Bed 

Tur^Qiangc 

Change 
Uncn 

Clean  Patients 
Room/j 

Transferring 

Oean  Bath 
Ai  ta 

Asms  won 

Toileting 

Listing 
Supplies 

Asamwttfi 
Eating/Feeding 

Shopping  for 
Client 

Assist  with 
Sesf-Admrasiercd 
Medfcattons 

Patients 
Laundry 

Vital  Signs 

OTHER 

SUBTOTAL 


SUBTOTAL 


TOTAL  WEEKLY  HOURS 
COST  EFFECTIVENESS  STUDY 


.  MULTIPLIED  BY  4.33  =  TOTAL  MONTHLY  HOURS: 


1.  Nursing  Home  Care: 

a.  NuxsmgHome$1414.-SNF 

S1050-ICF 

b.  Pattern  Pay  (Subtract) 
c  Cost  to  Medicaid 


If  item  "j."  is  less  than  item  "c".  Personal  care  may  be 
offered. 


AUTHORIZATION  OF  SERVICES 


2.  Personal  Care: 

d.  Total  hours  per  week 

e.  Multiplied  by 

f.  Hours  per  month 

g.  Multiplied  by 

h.  Total  cost 

i.  Patient  Pay  (Subtract) 
j.  Cost  to  Medicaid 


4.33 


$7.00 


(1) 
(2) 
(4) 


.  Hours  per  month  of  Personal  Care  Services  have  been  authorized  for 

 (3)  Medicaid  *  Date  of  authorization  of  service 


tDate) 

I  have  been  informed  by  (5) 


(Name  of  Recipient) 

 In  accordance  with  the  policy  and  procedure  of  the  Virginia  Medical  Assistance  Program 

  Pre-Ad  mission  Screening  Committee/Team 


(Name  of  City/County  or  Hospital) 
of  the  Medicaid-funded  long-term  care  service  options  available  to  me  and  I  choose:  (6)  □  Nursing  Home  Placement 

□  Personal  Care  services 

1  have  been  given  a  choice  of  the  Personal  Care  provider  agencies  and  my  choice  is  (7)  

(8)   Date  ( 10)  —Date  


(Signature  of  Redpient) 


Signa  jie  of  RN.) 


(9) 


MAP- 9 7  '^^nature  °^  Sodal  Worker) 


.Date . 


.(11) 


.M.D.  Date. 


(Signature  of  MD.) 
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PROVIDER  AGENCY  PLAN  OF  CARE   

This  form  Is  to  be  completed  by  the  provider  agency  accepting  this  referral 

Provider  Agency:  _   Agency  LD.*:  

Recipient:  _  Recipient  LD.*:  

Total  weekly  hours:  .  multiplied  by  4.33  ■  Total  monthly  hours:  

Date  service  actually  started:  

Signature  of  R-N.  Supervisor:   Date: 


Indicate  in  appropriate  space,  the  type  of  service  or  number  of  times  the  service  will  be  required  each  day- 


DAY: 

Monday 

Tuesday 

Wednesday 

Thursday 

Friday 

Saturday 

Sunday 

\Ai\t  rt K  Caw 

fMjkil  Camp  /OnHrnjirv 

P*rft*I  Rath 
roTUfli  Oaul 

3 Nil  \JoXk, 

i urn/  v«nangc  ro5Tuon/ 

ATTlUUioUUTi 

Transferring 

A<cicf  ii// Toilet 

Assist  w/Eat.-Feed. 

Assist  w/self-admin. 
Medications 

Vital  Signs 

Prepare  Breakfast 

Prepare  Lunch 

Prepare  Dinner 

Wash  Dishes 

dean  Kitchen 

Make  Bed 

Change  Linen 

 1  1 

Qean  Recipient's  Room 

Clean  Bath  Area 

Listing  Supplies 

Shopping  for  Recipient 

Recipient's  Laundry 

TOTAL 



ADDITIONAL  INSTRUCTIONS: 


REASON  FOR  CHANGES: 


MAP-97A 


A 
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